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Accounting for Hospital Endowments 


ARTHUR W. J. BEENEY 


have a bank or trust company service 

their endowments I feel that hospital ac- 
countants should be familiar with the accounting 
and legal phases of this subject, to enable them to 
advise their director or treasurer in respect to 
proper accounting procedure in accounting for 
endowment funds. 


A LTHOUGH SOME HOSPITALS find it convenient to 


An endowment fund of a hospital consists of 
cash, securities, real estate or other resources given 
as a trust to the hospital, the principal of which is 
maintained inviolate and only the income is avail- 
able for the general support and current expenses 
of the hospital, or for some specific object in con- 
nection with it. An endowment fund of a hospital 
may also consist of resources permanently set 
aside as a trust by the hospital board. For example, 
a hospital may receive unrestricted bequests or 
gifts, and by taking proper action the hospital 
board may add such gifts to endowment funds. 


Classes of Endowments 


Endowments fall into two principal classes: (1) 
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unrestricted or general, and (2) restricted or spe- 
cial. The income from the former class may be 
used for any of the legitimate needs of the hospi- 
tal. The income from restricted endowments, how- 
ever, may be used only for the express purpose for 
which the fund was given. Any income not used 
during the year must be carried forward to the 
next year’s accounts so as to be applied to the spe- 
cific purpose for which it was intended. The terms 
of a restricted endowment may in the course of 
time become obsolete, but they cannot be legally 
changed by a hospital board without permission 
of a Court of Chancery, under what is known as 
the Cy Pres Doctrine. Cy Pres is an old French 
legal expression, which means “as nearly as pos- 
sible.” 


It is obvious that unrestricted endowments are 
the most acceptable kind because the income may 
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be used in accordance with the changing conditions 
which arise over a long period of time. Hospital 
authorities should use caution in accepting gifts 
containing conditions which may be difficult to 
fulfill. Wherever possible they should try to per- 
suade prospective donors to make gifts free from 
any restriction. 


Definitions 


I have used the term “trusts” several times. Per- 
haps it would be well to explain that a trust in its 
technical sense is the right to the beneficial enjoy- 
ment of a property, of which the legal title is in 
another. That is the legal definition of a trust. 
However, it is my understanding that, while a hos- 
pital receiving bequests of restricted funds, is not 
a trustee thereof in the strict legal sense, inasmuch 
as the hospital becomes the owner of the property 
bequested. Nevertheless, the hospital has an im- 
plied obligation to carry out the terms of the 
bequest and the spirit of the donor’s purpose. 


The property constituting a trust may be any 
interest capable of being transferred. It may be 
real property, stocks, funds, moneys, securities, 
investments or personal estate. 


A trustee may be anyone entitled by law to hold 
the title to trust property having the legal and 
natural capacity to execute the trust. This right is 
usually given in the Hospital Charter. A trustee 
must act as one acting in his own behalf. He is not 
expected to manifest superior skill or genius in 
trust affairs, but rather to apply a reasonable de- 
gree of diligence and caution in the carrying out of 
his duties. In brief, a trustee must evidence good 
faith and exercise reasonable good judgment in 
handling trust matters. 


The law describes the beneficiary of a trust as 
any person, natural or artificial, who is capable of 
being a legal owner of property. It is mandatory, 
except in charitable trusts, that the beneficiary be 
definite or ascertainable. We are principally con- 
cerned with charitable trusts. A charitable trust is 
one created for the benefit of an indefinite number 
of persons, but for a specific purpose. A charitable 
trust would be created if a testator directed his 
trustees to set aside $10,000 to invest the same and 
apply the yearly income thereof in payment of the 
expense and maintenance of the patients from a 
named county in a specific hospital. 


The beneficiary under an express trust has a 
right or remedy in a Court of Equity to secure an 
accounting from the trustee. If a beneficiary of a 
charitable trust felt that the terms of the trust 
were not being complied with, it would be neces- 
sary in New York for him to have the Attorney 
General bring suit, as in the State of New York 
the Attorney General has the express authority to 
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bring suit for the enforcement of a charitable 
trust. 


Bed Endowment Funds 


When funds are received for the purpose of en- 
dowing a bed the funds should be considered as a 
restricted endowment as long as any nominor has 
the right to name patients to occupy the bed. When 
the right lapses, either by expiration of the en- 
dowment or by death of the nominor without hav- 
ing appointed a successor, legal council should be 
consulted as to the disposition of the principal. 
Until that time the income should be applied ac- 
cording to the terms of the endowment. 


In accepting bed endowments a hospital board 
should safeguard itself by stipulating that hospital 
care, or bed, board, and routine nursing care, ex- 
clusive of special services, will be rendered to the 
extent that the endowment income is sufficient to 
pay for it, or for a specified number of days. In 
determining the number of days, two unknown 
factors would have to be taken into consideration: 
(1) amount of income the endowment will yield 
from year to year, and (2) increase or decrease in 
average cost per patient day. 


Valuation of Endowments 


Gifts for endowments may be made in cash, se- 
curities, or in any property possessing value. Inas- 
much as preservation of the principal is the most 
essential feature of endowment, gifts of securities 
and property should be accepted at their market 
value at the date of the gift. If gifts are accepted at 
the value placed upon them by the donor, or at par, 
and such valuation exceeds their true worth, and 
they are disposed of at a later date for a smaller 
sum, the loss will reflect a reduction in book value 
and might lead to an erroneous impression that the 
endowment had been dissipated. Even while the 
hospital retains the property, the inflated value at 
which it is carried on the books will cause the in- 
come to appear relatively low, and give the im- 
pression of poor business management. 


When real estate is given as an endowment it 
should be recorded on the books at market value 
based on an appraisal by real estate experts. Even 
though the real estate should increase in value be- 
cause of changing conditions it should be carried 
on the books at the market value at the time it was 
given, no change being made except to record 
amounts for capital expenditure on additions and 
improvements which increase the value of the 
property. Buildings and similar assets will depre- 
ciate in the course of time, and provision for the 
diminishing value should be made each year. In 
order to keep the endowment intact, a depreciation 
reserve should be set up and the charge made 
against income from the buildings. However, with 
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respect to securities, when important depreciation 
has taken place, and the depreciation is believed to 
be permanent, the security and the fund account 
may be written down and no entry should be made 
in the income and expense account. 


No other changes in the value of endowment 
assets should be made except when based on actual 
sales. When the property is sold and the profit 
actually in hand, the endowment, not income, 
should be increased by the amount of the profit. 
This rule should apply whether the endowment is 
received by gift or bequest or whether the invest- 
ments were made by the hospital board. Invest- 
ments purchased with endowment fund cash 
should be recorded on the books at cost, including 
the brokerage fee, tax, and any expense incident 
to the purchase. 


To carry securities at par in an endowment fund 
and debit or credit income with the difference be- 
tween par and the purchase price is incorrect, be- 
cause income should not be affected by changes in 
the principal. 


All transactions relating to the principal of en- 
dowments should be kept entirely separate from 
those relating to the operations of the hospital, and 
the endowment fund cash should not be mingled 
or combined with that of the hospital. 


Endowment investments at cost plus uninvested 
cash belonging to the endowment fund should al- 
ways equal the total of the endowment. 


Investment of Endowment Funds 


As endowments are established to provide per- 
manent income, it is important that they be in- 
vested in such a way that the income shall be 
assured and the principal kept intact. Safety of 
principal should be the first consideration, other- 
wise the permanency of the income will be endan- 
gered. From what has already been said it is ob- 
vious that a hospital has no right to invest its 
endowments in hospital properties. It is difficult 
to conserve the capital by providing for deprecia- 
tion out of surplus because almost all hospitals end 
the year with a deficit without making such charge. 
For the same reason when endowments are so in- 
vested they cannot produce any income for the use 
of the hospital. These funds should be so invested 
that the operations of the hospital will have no 
effect on the income. 


There are three methods available for the invest- 
ment of hospital endowment funds: 


1 Each fund may be separately invested. 


2 All the funds may be invested as a single 
entity, each fund being credited with income 
according to the ratio which the fund bears 
to the whole. 
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3 A combination of the other two methods. 


The first method is self explanatory and requires 
no further comment except that a donor might 
stipulate that a fund shall always be separately in- 
vested. In that case there is no alternative but 
to use the first method for that particular fund. 


The second method is commonly called the pool- 
ing of investments. This method has several ad- 
vantages: 


1 It facilitates investment as it is easier to 
keep a large endowment invested than a 
small one. 


2 It insures the principal of each individual 
fund and also results in each fund receiving 
a pro rata share of all investment income. 


3 It stabilizes the income of various funds. 


4 It makes a fund less liable to be wiped out 
by failure of its investments. 


5 It simplifies accounting procedure by elim- 
inating the necessity of: (a) segregating all 
investments and cash by individual funds, 
(b) keeping separate and detailed records as 
to the earnings of each separate fund. 


It is a simple matter if the pooling of the invest- 
ments is done at the time of the initial investment 
of the various funds. It is not so simple if quite 
some time has elapsed between the investment of 
the funds and the decision to pool the various in- 
vestments because some of the securities may have 
increased in value while others may have de- 
creased. It might not be fair to the respective funds 
to apportion the income or the gain or loss on the 
basis of the book value set up at the time the en- 
dowment was received. If it is decided that the 
consolidation of investments is to be retroactive, 
all investments are pooled by type of securities 
and no change is made in the principal accounts. 
Then all income earned is prorated according to 
the ratio that the principal of each fund bears to 
the total. 


If it is decided that the benefits of the pooling 
of investments is not to be retroactive, then the 
principal of the funds must be adjusted by setting 
up the investments at current market value. 


I believe nearly all of you will agree with me 
that the latter method is the most equitable one 
to use, as shown by the following illustration. 








Book Per cent Market Per cent 

Value of of Value of oO 
Fund Investments Total Investments Total 
yee eee: $ 10,000 10 $15,000 21.43 
|. (pee. Se 25,000 25 5,000 7.14 
€ 15,000 15 10,000 14.28 
D 50,000 50 40,000 57.15 
$100,000 100 $70,000 100.00 


You will note that if the benefits of the pooling 
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were to be retroactive, then Fund A would receive 
10 per cent of the total income. On the other hand, 
if the principals of the funds were adjusted then 
Fund A would receive over 21 per cent of the in- 
come. Fund B, under the former method would 
receive over three times as much income as under 
the latter method. 


Whichever method is used all profits or losses 
on sales of investments during the year should be 
recorded in a separate account, and either pro- 
rated to the principal of the various restricted 
funds or deducted from or added to the principal 
of the endowments when reporting on the balance 
sheet. 


Amortization of Premium and Accumylation 
of Discount 


There is considerable difference of opinion as to 
whether or not premium on bonds should be amor- 
tized and discount accumulated. It would seem 
proper to amortize the premium because in theory 
at least, the reason for the premium over redemp- 
tion value is the fact that the interest return on the 
bonds is somewhat higher than the market rate of 
interest. 


If the premium is not amortized the endowment 
principal is actually being depleted. To illustrate, 
let us assume you receive a cash endowment of 
$11,000 and you purchase bonds, the face value of 
which is $10,000. When the bonds mature the hos- 
pital will receive their face value of only $10,000 
and this will result in a shrinkage in the endow- 
ment principal of $1000. It would be possible 
through repeated reinvestment in premium bonds 
to gradually reduce the principal of the fund until 
theoretically it might reach the vanishing point. 
This may be rather a far fetched theory and in 
practice would seldom happen. 


In order to avoid this shrinkage of principal, a 
portion of the income earned each year should be 
returned to principal to preserve the original 
amount of the endowment. Some accountants who 
favor amortizing premium on bonds believe that 
discounts should also be accumulated, but only to 
the extent that premiums are amortized. Others 
would accumulate discounts even though the 
amount exceeds the premiums amortized. I would 
rather be on the conservative side and not accumu- 
late discounts because there is no certainty that 
the bonds purchased at a discount will be re- 
deemed at face value or sold at a price in excess of 
the purchase price. 


When preferred stocks are purchased at a price 
in excess of the callable price or liquidating value, 
the same principle would seem to apply as in the 
case of premium on bonds. On the other hand, 
when stocks are purchased below the callable 
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price, I do not feel that the discount should be 
accumulated except to the extent that premium 
is amortized on stocks, particularly, in view of the 
fact that the prerogative of calling the stock for 
redemption does not rest with the investor but 
with the issuing company. 


Accruing of Interest 


It is much simpler to enter bond and mortgage 
interest on a cash basis and such basis may be 
satisfactory .to some institutions. However, the 
accrual basis is usually better for budget purposes 
and if the accrual basis of accounting is used for 
general hospital purposes by the hospital, such in- 
terest should be accrued on the books. Care should 
be taken not to accrue interest on bonds and mort- 
gages that are in arrears unless a corresponding 
reserve is set up against the possible failure to col- 
lect the interest. 


While on this subject of interest, it might be 
worth mentioning a theory advocated some time 
ago regarding the appropriation of income earned 
from endowments. The recommendation briefly, 
is this: 

“That a careful study be made over a four- 
teen year period for the purpose of determin- 
ing the average annual yield from various 
types of securities such as stocks, bonds, mort- 
gages, and real estate. After establishing the 
average income yield over this period, the in- 
stitution should then appropriate only an 
amount based on the average yield regardless 
of the actual amount earned. Any excess 
earned in any one year should be set aside in 
a reserve account and appropriated during 
those years when investment income returns 
are below normal.” 


This method of appropriating income has two 
advantages: (1) the hospital budget can be based 
on a fixed amount of investment income, and (2) 
during years of depression when operating income 
declines, the hospital can at least rely on the same 
amount of investment income that it has received 
in the past. 


Custody of Securities 


Securities should be carefully safeguarded, and a 
record of all securities signed by at least two per- 
sons who have checked the record with the securi- 
ties should be in existence. Each endowment 
should have a separate folder or jacket with a sum- 
mary of the gift, conditions, etc., on the outside so 
that one may readily obtain full information in 
respect to the trusts. 


Journal Entries 


When cash is received for the purpose of estab- 
lishing an endowment fund, no difficulties are 
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presented with regard to the valuation of the prin- 
cipal. The entry would be: 


Cash—Endowment Funds 
To Principal—General Endowment Funds 


However, when investments or real property is 
received, the market value at the time of receipt 
should be used in determining principal. 


When purchasing bonds or other securities 
which pay a fixed rate of interest and carry a 
stipulation that the principal or face value of the 
bond will mature at a specified time, cost or the 
amount paid for such securities cannot always be 
used as the value of the Fund Investments. Since 
bonds usually pay a definite rate of interest, it is 
customary to charge the buyer with the amount of 
interest which has accrued since the last interest 
date. Therefore, part of the cost of acquiring the 
bond should be charged against income. 


Example: 


A $1,000.00 bond is purchased at par plus accrued 
interest for $1,012.50, the entry would be: 


Investments— 
General Endowment Fund....$1,000.00 
Bond Interest Purchased 
(General Endowment 
ete 12.50 
To General Endowment Fund........ $1,012.50 


When the interest on the bond is paid, $12.50 of 
the amount received should be transferred to the 
Endowment Fund Cash Account, and an offsetting 
credit made to the Bond Interest Purchased Ac- 
count. 


Entry: 


Endowment Fund Cash Account......$12.50 
To Bond Interest Purchased...........00..0........ 





In this way the principal of the fund will not 
be misappropriated when bonds are purchased at 
a premium. The premium should be amortized 
over the life of the bond. For instance, a bond, 
the par value of which is $1000 is purchased for 
$1150, and for this illustration let us assume that 
the purchase was made on one of the interest 
dates, so that the matter of accrued interest will 
not be involved in this discussion, the entry would 
be: 


Investments—General Fund 
OS EL ER ce $1,000.00 


Premium on Bonds Purchased 150.00 
To Cash—Endowment Fund .............. $1,150.00 


If the bonds matured in 10 years from the date 
of purchase, one-tenth of the bond premium should 
be paid out of income each year, the entry being: 


Cash—General Endowment 
Rs iis ced Ee $15.00 


To—Bond Premium Purchased.................. $15.00 


These entries are given for the purpose of illus- 
trating the importance of distinguishing between 
principal and income. 


Conclusion 


I have stressed the importance in hospital ac- 
counting of obtaining and maintaining a clear 
understanding of endowment funds as fund en- 
tities. Considering the fact that in the eyes of the 
law, endowment funds are trust funds, and impose 
special obligations, the subject of proper account- 
ing for hospital funds has received too little atten- 
tion. There is, of course, only one proper basis for 
classifying and administering these funds, and that 
is, the terms under: which the endowment is re- 
ceived. 
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The Increased Cost of Hospital Services 


DENNETT L. RICHARDSON, M.D. 


difficulty in securing enough funds to operate 

efficiently even during prosperous times. 
Early in the depression, a large number of hos- 
pitals in the United States had to discontinue their 
services because of the inability of the patients to 
contribute enough for their care to keep these 
hospitals in operation. The majority of hospitals 
that were discontinued were private hospitals but 
almost all of the privately endowed hospitals, by 
clear thinking and good management, were able 
to survive. 


Pinca ENDOWED HOSPITALS have always had 


In the last few years the income from patients 
increased, and to a lesser extent, the income from 
invested funds has also increased. Money has been 
available for building new hospitals, particularly 
additions and improvements in the older hospitals, 
and new construction and improvements which 
were at a standstill for several years. 


The New Problems of Hospital Finance 


Now that the United States is at war, new and 
unforeseen problems of finance will have to be 
solved. It is improbable that the hospital operat- 
ing costs will decrease; in fact, they are likely to 
increase. It will be impossible to compete with 
wages offered in industry, but some adjustments 
will have to be made, and wages and salaries will 
have to be increased to some extent. How much 
this increase will amount to depends largely upon 
the location of the hospital and other factors. In 
all probability the personnel available for hospital 
service will decrease, employees will have to carry 
a heavier load, and some curtailment of service 
will be necessary. The actual decrease in the num- 
ber of employees will, to some extent, compensate 
for needed increases in salaries and wages. Volun- 
teer services will also help to meet the shortage 
of personnel. 


Solving the Personnel Problem 


At our hospital since last September, 227 gradu- 
ate nurses have taken Red Cross first aid courses, 
58 women have been trained as nurses’ aides, 44 
as Gray Ladies, and 44 of our graduate nurses re- 
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turned for refresher courses. The refresher courses 
are particularly valuable because of the threat- 
ened and already present shortage of nurses. By 
tapping the reservoir of graduate nurses who are 
married or who have entered other fields of em- 
ployment, the nursing situation will be partly 
solved. They, of course, will have to be paid wages, 
and in order to secure their services it is probable 
that adjustments will have to be made as far as 
the hours of work that they have available. The 
Gray Ladies and other nurses’ aides which are 
being trained in many hospitals will be a valuable 
contribution towards solving personnel problems. 


Not only must salaries and wages be increased 
to some extent, but prices of commodities have 
already gone up considerably and are likely to 
increase still more. It is probable that due to the 
fact that new equipment and some commodities 
will not be available, this will to some extent com- 
pensate for rising prices. 


Income from Patients 


During the last few years the number of admis- 
sions to the American privately endowed hospitals 
has increased. This applies particularly to private 
and semi-private patients. The income from this 
source has materially improved the financial con- 
dition of hospitals. In some hospitals the number 
of ward patients has diminished, whereas in other 
hospitals the demand for ward services has in- 
creased. However, the income from ward patients 
has increased because of the high wages that are 
so prevalent. Just what effect heavy taxation is 
going to make on the incomes of all classes of 
people cannot be foreseen but this will not be 
evident for some time to come, 
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Income from Invested Funds 


The income from invested funds of privately 
endowed hospitals in the United States meets only 
about 5 per cent of the operating cost. In some of 
the older and larger hospitals the percentage of 
income from such funds may go as high as 25 per 
cent. However, during the last ten years the in- 
come from invested funds has been seriously de- 
creased. Not only has the income from these funds 
decreased but also there are fewer donations par- 
ticularly by people who in the past have been able 
to make large donations. In fact, the future pros- 
pects of income from this source is not bright. It 
can, however, be expected that during the war 
the income from investments may increase. Un- 
doubtedly endowment funds may also increase. 
Advantage should be taken of educating people of 
large means and even those of moderate means, to 
contribute to hospitals some portion at least of the 
15 per cent deduction for charitable purposes 
which is allowed among the deductions on income 
taxes. Many wealthy people make a practice of 
giving away up to 15 per cent of their income to 
worthy causes. However, hospitals have probably 
not followed up this possible source of income as 
energetically as they should. 


A quiet, intelligent campaign among the friends 
of the hospital should be carried out for there are 
many people who do not deduct the entire 15 per 
cent allowed by the Government in collecting in- 
come taxes. New friends should be sought in each 
community among this group which is really able 
to make substantial gifts. The income of a great 
many manufacturing concerns, not only the large 
but also the small ones, will be increased during 
the war period, perhaps not to the extent that oc- 
curred in the last war but many newer and higher 
incomes will be created. 


Hospital Rates 


In the average privately endowed hospital the 
rates for private accommodations are not as high 
as they should be. It is true that many hospitals 
have increased their rates during recent years but 
more have been rather conservative in this re- 
spect. This applies particularly to semi-private 
patients. The rates for rooms and extras too often 
are not sufficient even to meet the per capita cost. 
Wherever this is true, hospitals should make cer- 
tain that both the private patients and semi-pri- 
vate patients pay rates that equal or exceed the 
actual cost. 

In many parts of the country ward rates have 
not been changed for a great many years. Mean- 
time, the per capita cost of patients has been stead- 
ily increasing. When these rates were established 
the ward charges for this class of patient probably 
did not exceed the per capita cost. In the majority 
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of hospitals at the present time, the ward rates are 
not more than half the actual per capita cost. Cer- 
tainly, the ward rate should approximate the per 
diem cost based on actual and accurate estimation 
of the cost of care for ward patients, not including 
the cost of private patient care. It is often difficult 
in hospitals to separate such cost without a great 
deal of bookkeeping, but a close estimate can be 
made by a careful study. Of course, there will al- 
ways be enough free and part-pay patients to ab- 
sorb the income from invested funds. 


Collections 


The general tendency today is for the privately 
endowed hospitals to increase the percentage of 
private and semi-private patients and more rigid 
collection of bills from ward patients. This is a 
matter of self-defense. It will require a good deal 
of judgment not to follow this tendency to a point 
so as to discourage generously minded people from 
making gifts to what they have always considered 
charity hospitals which have taken care of as many 
of the indigent as they possibly can. More and 
more the city, state, and federal governments will 
have to bear the load of caring for people who re- 
quire hospital attention among the lower income 
groups. 


No Inferior Service 


To be sure the privately endowed hospitals 
could cut expenses by providing inferior service. 
They cannot, however, afford to bring back the 
situation which existed forty or fifty years ago 
when many hospitals were little more than board- 
ing houses. The privately endowed hospitals have 
been the leaders in providing facilities for the care 
of the sick in a scientific manner. In these times, 
however, it is possible to cut out some of the frills 
without seriously jeopardizing the quality of 
service. 


The Hazards of Federal Financing 


The United States Government has, during re- 
cent years, offered to help finance extensions of 
hospitals and to provide funds for the education of 
nurses particularly for the “duration.” Some hos- 
pitals have borrowed from the Government for 
this purpose. For a privately endowed hospital to 
borrow money for construction purposes is a 
doubtful procedure, whether the funds come from 
private sources or from the Government. 


In view of the tendency observed in recent years, 
it might be questionable whether a privately en- 
dowed hospital should accept funds from the Gov- 
ernment too freely because it naturally puts such 
hospitals as receive these funds under obligation 
to the Government. However, during the war pe- 


’ riod undoubtedly it would be advisable to accept 
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funds from the Government bearing these facts 
in mind. 


The most equitable and fairest way is for the 
government, whether city, state or federal, to pay 
the hospitals for the care of the indigent on a per 
diem basis. Wherever appropriations have been 
made by some government agency, the load which 
the hospital carries far exceeds the funds appro- 
priated. If the hospital has sufficient funds of its 
own, there is no reason why it should not make 
arrangements with the public authorities at rates 
that really are less than cost. Such a procedure 
would be advantageous, perhaps not so much at 
the present time during the war, but it certainly 
will be true after the war is over because the 
public is likely to be pretty poor after a long 
drawn-out war and the number of patients in hos- 
pitals will diminish. This was strikingly true dur- 
ing the depression. There were large numbers of 
empty beds in privately endowed hospitals which 
could have accommodated large numbers of indi- 
gent persons who might have been accepted at 
reasonable rates. 


Suggested Accounting Procedures 


It would be a wise procedure for each hospital 
to keep a careful estimate of the expense to which 
they have been subjected in preparing for civilian 
defense. It would also be wise to make estimates 
of expenses incurred in the case of sabotage or 
bombing or other military disaster so that at the 
end of the war any hospital will be able to present, 





if the opportunity affords, an appeal to the United 
States Government for reimbursement to some 
extent of the extra expense directly traced to war 
conditions. Perhaps the Government will not be 
able to do this after the war; on the other hand it 
may be able and willing to make some compensa- 
tion to charitable hospitals-for helping to carry the 
responsibility of the victims of war. 


Securing Funds from the Community 


A strenuous effort should be made by hospitals 
to increase the number of deficiency guarantors 


and endeavor to secure funds from the public who 


are benefiting financially by prosperity, even 
though the benefit is temporary. Undoubtedly 
more money could be made available from in- 
creased community funds and other community 
drives to meet hospital costs. 

Greater care should be taken in collecting hos- 
pital bills. Larger hospitals should be able to em- 
ploy competent accountants to see that collections 
are efficiently but humanely carried out. Small 
hospitals perhaps can employ part-time account- 
ants or possibly influence persons with such train- 
ing to donate a certain portion of their time to help 
them in their need. It is quite important, however, 
in setting up any system of collecting bills that the 
humanitarian aspect of the hospital shall not be 
forgotten. If hospitals are too mercenary they will 
lose the sympathy of generously minded persons 
who give their money not to take care of patients 
who are able to pay but to take care of those who 
are not able to defray their own expenses. 





A Ruling of the Supreme Court of Ohio 


In the case of the Aultman Hospital of Canton, 
seeking tax exemption on an old house which had 
been purchased and used as an auxiliary nurses 
home, the Supreme Court of Ohio, on June 17, 
1942, ruled in favor of the hospital and against the 
Board of Tax Appeals, which had ruled that the 
nurses home was not used exclusively for chari- 
table purposes and was, therefore, subject to 
taxation. 


The Supreme Court decision, which was unan- 
imous, said, 


“In our judgment the nurses home, like the 
hospital itself, is within the meaning of the 
statute, ‘property used exclusively for chari- 
table,’ and therefore exempt from taxation.” 


The court, in its decision, shared the feeling of 
the Ohio Hospital Association in its brief filed in 
this case, that it is not proper to break a hospital 
down into parts, making some parts taxable and 
some parts non-taxable. 
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Edgar C. Hayhow, Ph.D. 


The New York University conferred the degree 
of doctor of philosophy on Edgar C. Hayhow at its 
110th commencement exercises on June 10. Mr. 
Hayhow is superintendent of the Paterson Gen- 
eral Hospital, Paterson, New Jersey, and a trustee 
of the American Hospital Association. Mr. Hay- 
how’s thesis was on “The Training of Nonprofes- 
sional Employees in Hospital Administration.” 





+ 


New England Hospital Assembly 


Dr. A. G. Engelbach, who has served as secre- 
tary of the New England Hospital Assembly for 
many years, has resigned that office, and the board 
of trustees of the New England Hospital Assembly 
has appointed Gerhard Hartman, formerly execu- 
tive secretary of the American College of Hospital 
Administrators and present. administrator of the 
Newton Hospital, Newton Lower Falls, Massachu- 
setts, to succeed Doctor Engelbach. 
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Hospital Service in Wartime 


SIDNEY G. DAVIDSON 


SIMPLE SOLUTION to the serious problem of 
A maintaining adequate personnel for the 

hospital’s wartime service might be, “Go 
into an all out competition with industrial plants; 
pay more than they do, get the personnel and keep 
them regardless of the cost.” Not many hospitals 
could afford this expense and I, for one, would be 
thoroughly opposed to such a practice. After all, 
hospitals are nonprofit institutions established to 
give hospital care, and all that term implies, to the 
sick of our communities, and to give much of it at 
less than cost. On the other hand, we are all de- 
pendent upon voluntary contributions, in part at 
least, for the purchase of supplies and for our pay- 
rolls. I doubt if many hospitals could afford to com- 
pete with industry in the matter of compensation. 


While we will retain a certain percentage of the 
faithful, in the group of porters, kitchen men, 
maids, etc., many of those capable of doing the 
work will secure employment in industry, leaving 
the hospitals to take such help as they can pick up, 
the men, at least, sub-standard employees, drifters 
who come today and go tomorrow. With this class 
of help, it is useless to attempt paying any great 
increase over normal wages for they do not “stay 
put” anywhere. 


Industry Cooperates with Hospitals 


However, it has been brought to my attention 
recently, that managers of industrial plants are 
beginning to realize that hospitals are a very real 
essential and are refusing to employ people al- 
ready working in hospitals. Just a week ago, one 
large plant in a nearby city refused to employ a 
number of persons applying for jobs because these 
people were employed at the local hospital. In 
another nearby city the hospitals approached the 
management of a number of large industries with 
a request that they not employ nurses from the 
local hospitals as the shortage of nurses was so 
acute the hospital could not render required serv- 
ice and the management of these plants agreed to 
comply with these requests. So that, at least, is one 
helpful suggestion. 


Adequate Hospital Service 


We have had to do some serious thinking on 
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what would be considered adequate personnel in 
our hospitals. What is meant by adequate? 


Recently, a friend of mine was angry. His daugh- 
ter had taken the family car to go one block to 
mail a letter. Well, of course, she could have 
walked. Perhaps the mailing could have waited 
until someone was going by the mail box—and 
maybe the letter need not have been written at all. 
That serves to illustrate my point and to em- 
phasize the fact that we must put a lot of thought 
on what is adequate. 


For years we have lived in a land of plenty. We 
have developed an existence which can only be 
termed luxurious. We have given little or no 
thought to economy in our individual mode of liv- 
ing or in the administration of our institutions. 


Doctors coming into the hospital have had any 
number of people supplied to wait upon them: in- 
terns to write histories, write orders, do physicals, 
and many other jobs which would relieve the phy- 
sician; nurses to wait upon them with every 
needed supply or piece of equipment; and labora- 
tory technicians to carry out every procedure 
which could be thought of in connection with the 
patient’s condition. Laboratory procedures have 
increased over 25 per cent in the last three years. 
Much of this has been necessary but some—and 
plenty of the some—has been in the class with the 
story just related. 


We have had so much of this “super-adequacy” 
that even in this war emergency which is upon 
us in full force, we are still unable to separate our- 
selves from the abnormal and get down to the bare 
necessities of what is adequate. 


We see it reflected in almost every branch of our 
Federal Government. The papers are filled with 
stories of “boondoggling” and many citizens are 
still boondoggling, but from this source and that 
source, from here and yonder, hospitals are begin- 
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ning to feel the pinch, and the need is being borne 
in upon us that we must use the little brains God 
gave hospital administrators. 


Giving Good Service with Reduced Personnel 


And so, we should stop competing with each 
other for employees and figure out—it is the 
harder way—how we can give service with fewer 
people. When we start doing this in earnest, it is 
remarkable how far we can go. All that people 
need is an intelligent leader and they wiil gladly 
fall into the spirit of conservation and ofttimes go 
far ahead of the leader. 


I have found it possible to retain the skeleton of 
a first class organization—that is a group of loyal 
personnel who have been with the hospital for 
many years and they are going to stay on. They 
are being paid more, of course, because in all fair- 
ness they must be compensated in accordance with 
the rising cost of living. With this group as a 
nucleus, with everyone doing his part with strict 
economical administration in every department, 
we are not too badly off. 


In the nursing service, we have been short for a 
long time but we have employed high school girls 
on part time as nurse aides and they have helped 
greatly. Now we are training and using the serv- 
ices of Red Cross volunteers so the nursing de- 
partment is pretty well cared for. 


Seven or eight years ago, we had a chief dieti- 
tian and one assistant, today, we have the chief 
and four assistants. If we cannot keep them all— 
although we still have them—we can manage to 
carry on. Cooks and bakers are staying with us— 
they are in the older group. Kitchen men and 
maids come and go and my remarks at the begin- 
ning of this talk apply to these people, as well as 
to the maids and porters in the housekeeping de- 
partment. 





Meeting Existing Conditions 


The solution of a problem that arose in our 
dietary department will serve as an example of 
meeting conditions resulting from the shortage of 
help. We do not house our porters, maids, etc., but 
we were feeding them three times per day. We 
became so short of kitchen help we just could not 
get through. A census showed we could discon- 
tinue feeding about 125 employees which would 
relieve the situation in the dietary department. 
We immediately put this plan into effect by pay- 
ing an additional wage and it has worked out most 
satisfactorily to all concerned. 


Technicians are still available and many young 
women are available for teaching. 


In the maintenance department with its carpen- 
ters, plumbers, electricians, etc., there may be a 
problem but in this department capable men are 
needed and it is economy always to pay a com- 
paratively high wage and if that has been the 
policy, these men generally stay on. 


Interns and residents are not available now but 
a few years ago at my hospital we had seven 
interns and during these past few years we have 
built up to twelve interns plus residents and an 
assistant resident in surgery, resident in: medicine, 
and a resident in gynecology and obstetrics—six- 
teen men in all. I think we can remember how we 
went along in 1930 and 1935 and so we are not 
worrying about this problem yet. 


Doctors are going to leave to go into the Army 
and Navy, but certainly during this period the type 
of record can be made adequate without carrying 
all the information or non-information we have 
been putting into them. 

Finally, may I just say again—study today what 
service can be curtailed and still remain adequate, 
and then next week study it again, because much 
can be done by careful planning. 





Training Physical Therapy Technicians at Columbia University 


Columbia University announces that beginning 
September, 1942, a program of professional studies 
for the training of physical therapy technicians 
will be offered. This training and instruction will 
extend over a two-year period and has been or- 
ganized in compliance with the requirements set 
down for such programs by the Council on Med- 
ical Education and Hospitals of the American Med- 
ical Association. The course is being set up in Uni- 
versity Extension in close relationship with the 
College of Physicians and Surgeons of Columbia 
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University, the Nursing Education and Health and 
Physical Education Departments of Teachers Col- 
lege. The clinical and laboratory instruction will 
be given at the Vanderbilt Clinic, Neurological In- 
stitute, Presbyterian Hospital and New York Or- 
thopedic Dispensary and Hospital. 

Two years or 60 semester hours of college, in- 
cluding courses in physics and biology, shall be 
required, or graduation from.an accredited school 
of nursing or an accredited school of physical edu- 
cation. 
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Fraud In Hospitals 


CLAYTON E. REED 


equivocal language. What amounts to fraud in 

one case may not in another; the courts, in 
order to deal ably with fraud as it arises, apply no 
absolute test, but judge each case separately. Legal 
writers, those “rigidly logical authors,” in accord 
with court decisions, recognize the variety of ways 
in which fraud may occur, but, for legal purposes, 
offer no exact definition. 


Fess has not been defined by the courts in un- 


“Fraud is a false representation of facts 
made, with a knowledge of its falsehood or 
recklessly without belief in its truth, with the 
intention that it should be acted upon by the 
complaining party, and actually inducing him 
to act upon it.” 


Although the law is quite clear on the required 
elements of fraud, the facts which will constitute 
fraud depend upon the particular circumstances of 
each case. 


With this in mind, an attempt is made to phrase 
an all-inclusive definition of fraud for present pur- 
poses: Any intentional misrepresentation or con- 
cealment of some past or present material fact by 
a party in interest, such material fact not being 
open equally to the observation of both parties in 
interest, or not to be discovered through the exer- 
cise of ordinary care, and being relied upon by one 
party to a transaction, to his damage. 


Accounting Frauds 


Upon the basis of such a definition, in accounting 
fraud may be said to consist of all acts, dishonest 
or deceitful, the object of which is to deprive some 
person or corporation of property without knowl- 
edge or consent of the owner. 


One of the greatest frauds to be found in any 
hospital is the lack of adequate and proper ac- 
counting methods or systems to control the func- 
tions of that hospital, and even more serious is the 
knowledge of this deficiency and doing nothing 
about it. 


Currency checks and negotiable papers are the 
life-blood of any institution and inasmuch as these 
are the easiest items to lose, these, therefore, are 
the most important items to control from the 
standpoint of eliminating any possibility of fraud 
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being perpetrated by the employees within the in- 
stitution. 


Important Points in Controlling 
Receipts and Disbursements 


There are several important points to be consid- 
ered in controlling the receipts and disbursements. 


The character and business record of the indi- 
vidual responsible for the handling of all receipts 
and disbursements should be above reproach. Such 
receipts, as well as disbursements, being handled 
by any one person should balance with a summary 
of their work, and, in turn, be cross-referenced to 
a specific bank deposit or check withdrawal, which, 
in turn, must be supported by properly authorized 
vouchers. As a further safeguard in controlling 
these factors, it is advisable that all persons in the 
employ of the institution should be properly cov- 
ered by a fidelity bond of sufficient amount to off- 
set the greatest responsibility the individual might 
have at any one time. 


Statements and reports covering cash receipts 
or disbursement transactions, should, at all times, 
be compiled by some individual other than the one 
responsible for the data contained therein. 


It should be required that all petty cash slips, 
accounts receivable allowances or special discount 
slips, disbursement vouchers, payrolls, and any 
special journal entries should be approved by a 
responsible person in authority, and should never 
be accepted unless signed by someone other than a 
person handling or responsible for cash. 


Accounts Receivable 


Accounts receivable have several important 
points which can not be overlooked, and the fol- 
lowing are the principal ones: 


1 The charges and credits as posted. to the pa- 
tients’ accounts should be checked to a control de- 
veloped by some person other than the clerks han- 
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dling the actual postings. It is preferable that this 
be a daily balancing function. 

2 All payments made on such accounts as have 
been written off to bad debts should clear through 
a responsible employee or officer of the institution. 

3 Such accounts receivable payments as are re- 
ceived through the mail, as well as any other 
funds, should be so listed as to provide a daily 
check on the clearance through their respective 
cash accounts. 

4 As under the subject of cash, all credits other 
than payments on account should be properly ap- 
proved by an administrative officer before being 
posted to their respective accounts. 


Inventory Control 


The inventory of any institution is one of the 
largest dollar accounts appearing in the balance 
sheet, and should demand the very close control 
and scrutiny of the administrative officers of the 
institution. 

Each storeroom requisition, after being filled, 
and upon delivery of the material to the depart- 
ment requesting it, should be checked in detail, 
and then properly signed by the department head 
or some other responsible person working in the 
department to which the materials are being de- 
livered. 

All material received from suppliers should be 
properly weighed or counted, and. checked against 
the delivery tickets as well as duplicate copies of 
the purchase order as to quantity and description, 
and any variance discovered should be so noted in 
order to provide the accounting department with 
the proper basis of adjustment with the creditors. 


Storeroom items, as well as material receipts, 
should be periodically checked by responsible indi- 
viduals other than those employed in the handling 
of the storeroom. 


The above paragraphs point out the possible 
places in which fraud might be discovered, and are 
those to which a public accountant would give the 
greatest amount of attention in making a detailed 
check, in the attempt to discover any possible fraud 
or collusion among the employees. 


It has been brought to light, time after time, that 
one of the best possible means of controlling any 
function of a hospital or any other institution is 
where a separate control is developed by someone 
other than the individuals doing the detail work. 
If the practice is carried out, it will eliminate the 
possibility of such losses as are shown, for instance, 
in the case of a secretary who withheld currency 
payments received through the mail, the pay roll 
clerk who made up more checks than were em- 
ployees listed on the payroll, and who was able to 
have these checks signed by the administrator, 
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inasmuch as his years of service lulled the admin- 
istrative officers of the hospital into a sense of com- 
plete trust and security, and then there is the store 
room clerk who collaborated with the employee 
keeping the stores records in systematically loot- 
ing the hospital of salable material. 


Loss Through Lack of Knowledge by 
Administrator or Accountant 


There are other items which, although not com- 
ing under the true sense of fraud, must be men- 
tioned in the light of the responsibility that the 
accountant, as well as the administrator, has to the 
institution, and that is the loss sustained by the 
institution caused by the lack of knowledge of 
these respective officers. It has been noted that, in 
several instances, the municipal code of the cities 
in which various hospitals are located provided 
the hospitals with the means of eliminating the ex- 
pense to the institution for the inspection fees of 
elevators, electrical systems, ventilating and air 
conditioning systems, as well as for the actual 
water consumed by these charitable institutions. 


The possibility of making a savings must be one 
of the foremost thoughts in the administrator’s 
mind at all times. Often cooperation with one or 
more institutions of a like nature in conducting a 
group buying program is advantageous. In that 
event, the institution should set aside its desire to 
maintain its own individuality for the possibility 
of reducing its material cost. 


The Trustees 


The prominent individuals who are associated 
with the hospital in the capacity of trustees or 
members of the governing board are very often 
responsible for the most outstanding, as well as 
the most costly, frauds perpetrated upon any hos- 
pital, as, for example, the trustees are, in many 
instances, the owners or directors of such organ- 
izations as might supply the hospital with its vari- 
ous requirements. The usual method adopted by 
these individuals is to become associated with the 
institution by making a reasonable donation to- 
ward its operation, or by establishing some trust 
fund and thereby place themselves in a position to 
bring pressure to bear upon the administrative 
heads of the institution and its employees to use 
only the products of the organizations which they 
represent. 


There are specific cases on file which support 
this type of fraud, and to more clearly illustrate, 
the following details are listed: . 


A member of a hospital board who was an execu- 
tive officer in a large wholesale grocery house 
brought such pressure to bear upon the hospital 
superintendent and purchasing agent to use only 
the products of this particular wholesale firm, 
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even though the products were of a sub-standard 
quality, and, in many instances, of a higher price 
than those which could be obtained from other re- 
liable competing firms. 


In other instances members of the board use 
their influence and position to demand that certain 
products be used, even though they, as individuals, 
have no direct association with the firms producing 
these articles, but by doing so assist themselves in 
paying their personal obligations to friends or rela- 
tives who are associated with such firms. 


Administrators and Purchasing Agents 
Administrators and purchasing agents are con- 
tinually being offered large discounts on personal 
purchases, gifts, and special services for them- 
selves and family in order that certain individual 
suppliers might be favored with the business over 
which they have direct control. 


The Resident Staff 


The resident staff of the hospital are, in many 
instances, the cause of losses amounting to consid- 
erable dollar value, and it has been shown that 
many young doctors, either completely equip their 
offices or provide themselves with many of the 
necessary articles and instruments to assist them 
in opening their office upon completion of their 
training in the hospital. These young doctors very 
often do not stop at the small size instrument 


which may be carried out in a suit pocket, but go 


so far as to remove large, bulky items, such as 
operating tables, examination benches and chairs, 
by means of their friends’ automobiles or local 
draymen. 


The best possible means of eliminating the loss 
of the small instruments would be to have each 
instrument marked with the hospital identifying 
mark which can not be removed, and then charged 
to some individual who is responsible for these 
instruments, with the larger pieces of equipment 
being tagged, listed and charged to the department 
which has the use and control of them. Periodic 
inventory of these articles by a member of the 
administrative staff not associated with the depart- 
ment in which they are being used will bring to 
light any losses before they can develop into a 
substantial amount. 


The Professional and Nonprofessional Employees 


The professional and nonprofessional employees 
of a hospital are in a position to commit many types 
of fraud. It would be impossible to list all of the 
known cases, but to describe a few of the more 
outstanding ones might serve as a warning to the 
hospital administrators as a whole. 


In the preceding paragraphs there were pointed 
out the situations which might develop fraud in 
the handling of cash, accounts receivable, inven- 
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tory, and some which fall into the general classifi- 
cation, and to these we should add the possibility 
of collusion between the store room clerk and the 
various material suppliers whereby material is 
delivered short and the receiving reports of the 
hospital so indicate that the full quantity was re- 
ceived and put in stores, the difference in weight 
and quantity being divided between the supplier’s 
organization, such as the truck driver, and the 
storekeeper. This difference very readily could be 
cleared by the storekeeper’s indicating usage of 
this material by means of a stores requisition 
charging it out to some specific department, where 
the control over the distribution of stores is so lax 
as to permit this type of fraud. 


Employees in the dietary department have been 
known to systematically pilfer the kitchen stores 
which had already been charged out of the gen- 
eral store room into the departmental expense 
operations by taking home with them daily a 
pound or two of sugar, butter, small quantities of 
cooked or uncooked meats and sufficient other 
articles to more than maintain the family at home 
and even going so far as to help support their im- 
mediate relatives as well as to have some left over 
for sale to their nearby neighbors. 


In various institutions there is the practice of 
hiding packages, such as whole hams, bacons, 
sacks of flour and sugar, in the refuse, and at the 
time of its removal for disposal, the rubbish man 
would remove these articles and sell them or actu- 
ally divide the materials with the kitchen em- 
ployees. 


Laundry employees have been known to bring 
in and do their family laundry on hospital time 
and with its washing material and equipment. In 
certain instances these individuals have gone so 
far as to accept and do outside work for which 
they have been paid a cash remuneration. This 
department provides one of the greatest possi- 
bilities of fraud through the loss of linens and 
blankets, and only through an adequate linen con- 
trol system, covering the material in the linen 
room, on the floors, and in the laundry proper can 
the theft of these articles be overcome. 


The nursing profession is no exception to the 
possibility of being implicated in a fraudulent sit- 
uation and there are known cases where graduate 
nurses living out of the hospital have practically 
furnished their apartments with the necessary 
linens, dishes, silverware, cooking utensils, light 
bulbs, soaps and a great many other items. 


Some supervisors and nurses are of the opinion 
that by furnishing the patients with various re- 
quired drugs and dressings and not turning in the 
proper charges, they are assisting the hospital in 
creating good will for itself, when, in reality, they 
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are doing the institution more financial harm than 
good, and unless these employees can work for the 
interest of the hospital in which they are employed 
and by which they are paid, they should be dis- 
charged. The eternal vigilance of the nursing de- 
partment heads and the hospital administrators is 
required to overcome this practice, and can best 
be done through unexpected visits to every depart- 
ment both during the day and night. 


Patients and Visitors 


Patients or their visitors are likewise guilty of 
fraud, and there are as many cases being com- 
mitted by these people as there are from the other 
sources combined. One example that was very 
forcefully brought to the attention of the writer 
was during the period of time that one of the large 
Chicago hospitals was holding open house for the 
general public. In one of the more expensive rooms 
there was shown a complete sterling silver tray 
service, and for all of the care taken by the various 
employees working near this display, several 
pieces were taken by the ever present souvenir 
hunters. Patients have been known to remove 
pieces of silver, toweling gowns, bed jackets, and 
even go so far as to remove the small rugs used in 
the more expensively furnished rooms. Instru- 
ments, utility articles and other medical things 
used in the hospital have been taken by the pa- 
tients, even though these articles would be of no 
real value other than to someone in the medical 
profession. To remedy this situation it would be 
advisable to have the floor supervisor check the 
contents of the patient’s room upon being notified 
of their leaving, and the dietary department 
should, in every instance, receive in return as 
many silver pieces as are put upon the outgoing 
trays, with the medical supplies and equipment 
being the direct responsibility of the supervisor 
having charge of the division. 


The Professional Staff 


In every hospital one is able to find certain 
members of the professional staff who are respon- 
sible for one of the major types of fraud. These 
individuals have a practice of making certain de- 
mands upon the hospital to grant their patients 
specific favors, even to reductions in their room 
rates and service charges, all under the threat of 
taking their practice to another hospital. These 
same doctors, in many instances, carry their de- 
mands to the extent of requiring the hospital to 
supply them with such medical supplies, drugs, 
etc., as they might use in their personal practice, 
at a very nominal cost, and in addition very often 
require the hospital to carry these purchases on 
account, and if the unpaid amount is brought to 
the doctor’s attention, he immediately reverts to 
the usual argument, that he will pay for the supplies 


26 





when good and ready, and if it is not to the liking 
of the hospital, he will “remove his patients.” 
This same type of doctor may be the cause of the 
nurses’ providing his patients with drugs, dress- 
ings, and other items from the storeroom without 
charge. He may even insist upon reduced rates for 
laboratory, x-ray, physiotherapy and such other 
services as may be required by his patient. 

Doctors have been known to bring in their out- 
side work and attempt to have the various tech- 
nicians do it for them for nothing, and if this is 
not possible, then they obtain the services by pay- 
ing these people direct without paying the hospital 
its regular fees. 


Commissions and Split Fees 

The writer has had brought to his attention a 
practice carried on by some of the so-called second 
and third-rate hospitals whereby a commission or 
possible split fee is returned to the doctor for such 
cases as he may bring into the hospital. This is one 
of the most flagrant forms of fraud as may be prac- 
ticed by any of the medical profession. 

In the above paragraphs we have been dealing 
with conditions and situations which, in some 
cases, might develop into a sizeable loss to the 
hospital, and now there are certain practices which 
might reflect against the hospital field as a whole. 


The Legal Profession 


Certain hospitals have been known to work very 
closely with some of the less ethical insurance 
companies in suggesting certain well known “sell- 
out lawyers” who, once having received the au- 
thority from the patient, settle the claim with the 
insurance company for a very nominal amount 
thereby reducing the insurance company’s cost, 
without giving any regard to the patient’s true 
claim. 

The legal profession, like any other, has certain 
unscrupulous individuals, who practice the profes- 
sion of “ambulance chasing,” and these individuals 
have been known to secure the assistance of hos- 
pital employees in obtaining information pertain- 
ing to personal injury cases, and these same law- 
yers have also heen known to give the patients 
liquor or drugs in order to obtain an agreement 
from the patients to represent them in their acci- 
dent claim. 

Fund-Raising Organizers 

Many institutions are in such financial condition 
that when approached by charity fund-raising or- 
ganizers, they are willing to enter into what may 
appear to be a very reasonable agreement, but the 
usual outcome is that these individuals fraudu- 
lently make use of the hospital’s good name as an 
appeal to the public for funds, and when the final 
settlement is made the hospital, in many cases, 
receives the so-called short end of the deal. 
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Misleading Advertising 


Various hospitals or clinics make use of the mod- 
ern methods of advertising to put before the public 
their claims of positive cures for certain well- 
known diseases. These cures often do more harm 
than good to the individual who becomes involved 
with these groups. 


This article has been written with the intention 
of bringing to light some of the possible as well as 
actual conditions which have caused various hos- 





pitals to lose large sums of money, even to the 
extent of financial embarrassment, through the 
work of one or more of the employees, nurses, 
medical staff, and others. Insurance against this 
condition may be had by developing a loyal staff 
of older employees, and to develop a staff of this 
nature will require an administrator capable of 
gaining the respect and good will of all of the hos- 
pital personnel, medical staff and such outside 
public as may come in contact with the institution. 





U. S. Army General Hospitals 18 and 118 Organized at 
The Johns Hopkins Hospital 


In response to a request from the Surgeon Gen- 
eral of the Army that The Johns Hopkins Hospital 
organize General Hospital No. 18 as a successor to 
Base Hospital No. 18, which served in the last 
World War, the hospital authorities agreed and 
undertook the organization of the General Hos- 
pital No. 18, with a capacity of 1000 beds. Dr. 
George G. Finney, son of the late General John 
M. T. Finney was chosen as Chief of the Surgical 
Service and Acting Director of this affiliated unit, 
and Dr. James Bordley, III was chosen as chief 
of the Medical Service. Doctor Finney and Doctor 
Bordley proceeded with the organization and the 
unit was completed, when about the first of April 
it was learned that the Surgeon General of the 
Army felt that smaller units would be much more 
desirable. Accordingly, The Johns Hopkins Hos- 
pital offered to organize two general hospitals of 
500 beds each instead of the one of 1000 beds if 
that would better meet the current. demands of 
the Army. The offer was accepted and the result 
was the completed organization of General Hos- 
pital 18 and General Hospital 118. 


About the middle of April both units were called 
into service. A few days before their departure the 
trustees and officers of The Johns Hopkins Hos- 
pital held a reception in honor of the officers and 
nurses composing the two units. At the reception 
brief exercises were held at which Dr. Winford H. 
Smith, the director of The Johns Hopkins Hos- 
pital, presided, and gave a brief history of the 
organization of Base Hospital 18 and its service in 
the last war, and reviewed the steps which led 
up to the creation of the two general hospitals for 
service in the present war. Dr. William A. Fisher, 
Jr., who was a member of the staff of Base 18, and 
for a time, after General Finney was detached to 
become Chief Surgical Consultant for the A. E. F., 
served as Chief Surgeon of Base 18, presented to 
Colonel George Finney and Colonel James Bord- 
ley a United States flag and a Johns Hopkins flag 
for each of the two new units. He also presented 
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two atlases to each unit, one for the medical offi- 
cers and one for the nurses, in order that the mem- 
bers of the unit might know exactly where they 
were geographically and be able to follow events 
accurately on the map. Doctor Fisher reviewed 
briefly the record of Base 18 in World War No. 1 
and expressed the belief that the new General 
Hospitals 18 and 118 would be worthy successors 
and live up to the splendid traditions of The Johns 
Hopkins Hospital. 

John Sears Gibbs, .Jr., president of the Board 
of Trustees, then presented to Colonels Finney and 
Bordley a sum of money—which had been con- 
tributed by friends of the hospital and of the doc- 
tors and nurses connected with the hospital—for 
their use anywhere, any time, for their greater 
comfort, pleasure, or efficiency. Mr. Gibbs stated 
that a single letter had been sent out to a limited 
number of individuals, including the Board of 
Trustees, the Women’s Auxiliary Board, members 
of the staff not in the units and a very few friends 
outside of the officers’ families and the response 
had been prompt and most generous. He turned 
over to each unit a sum of $5000. After these brief 
exercises the reception continued. There were 
about eight hundred people present. 

Both units left Baltimore for camps in this 
country the same night, one early in the evening, 
and one two or three hours later. The scene at the 
station when they departed was most interesting 
and impressive. Probably two hundred fifty or 
three hundred friends of the medical officers and 
nurses were present. A colored instrumental 
quartet played popular music and popular songs 
were sung and the departure of these two units 
was made a pleasant occasion although dignified 
and serious. 

Both of these units are now on foreign soil and 
it is the confident expectation of the trustees and 
officers of The Johns Hopkins Hospital that they 
will render a good account of themselves no mat- 
ter what may develop. 





27 








An Address on the Ninetieth Anniversary 
of Mount Sinai Hospital of New York 


S. S. GOLDWATER, M.D. 


FTER ninety years of fruitful activity, we 
pause, as a radio broadcaster would say, 
for station identification, or, as we might 


more appropriately put it, to reflect upon the past, 
the present, and the future of a great institution. 


Knowing your love for Mount Sinai Hospital, 
appreciating its full-hearted generosity, under- 
standing and sharing your pride in the achieve- 
ments of the distinguished members of its staff, 
I suspect that you would not take it amiss if I 
spoke of the hospital in superlative terms; pru- 
dence restrains me. 


Kok OF 


The history of a hospital can be chronologically 
told by tracing its growth in buildings; by follow- 
ing the multiplication and development of its va- 
rious services; by enumerating the admission of its 
multitudes of patients year by year; by listing the 
discoveries, the inventions, the writings, and the 
scientific awards of its staff. This story has been 
adequately told for Mount Sinai Hospital by 
others, and it is reflected in the exhibit that has 
attracted us to visit the hospital. When the story 
is told in this way, it is seen that Mount Sinai 
Hospital’s activities strongly resemble in kind, and 
that they compare favorably in degree with the 
activities and achievements of other first class 
hospitals of the period. However, such an account 
fails to bring out clearly the hospital’s individu- 
ality, and every hospital has an individuality or 
personality of special texture and flavor, which 
springs from the many personalities of which, as 
an organization, it is composed. 

x *& * 


It has been said that “an institution is a living 
thing whose secret cannot easily be put into 
words,” and anyone who attempts to explain this 
institution which we all love will soon come to 
realize the truth of that observation. I have known 
men (some of them are here with us) who after 
years of service in and for the hospital, have found 
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themselves so attached to it—to its purpose, its 
feeling, its voluntarily assumed social respon- 
sibility—that mental separation from it has, for 
them, become impossible. They have taken the 
hospital into their hearts and minds; it has become 
part of them, as they are part of it. A multiplicity 
of such intimate relationships has made Mount 
Sinai Hospital what it is today—a humane insti- 
tution and a scientific center as well, an institution 
that is outstanding in its field. 

x &k * 

Any hospital accepts, as its primary function, 
the care of the sick, and as its major derivative 
functions or responsibilities, the investigation of 
the causes and the treatment of disease, and the 
training of physicians and nurses; its success in 


the performance of these functions is the measure 


of its usefulness. Mount Sinai Hospital accepts its 
threefold responsibility with a zest and emphasis 
all its own. Taking account of what others have 
done, of the very best that is being done in its field, 
Mount Sinai Hospital places its goal one point 
beyond. Its characteristic mental and emotional 
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state is a composite of the cool and critical ap- 
praisal of fact, of a vigorous, almost unappeasable 
yet healthy ambition, of a serious sense of social 
responsibility—a genuine devotion to the welfare 


of mankind. 
x ok * 


The immediate work of the hospital is done 
within its walls, but its influence is wider than 
that; many hospitals have drawn their inspira- 
tion from Mount Sinai Hospital’s example, have 
patterned their community relations and their pro- 
fessional activities upon what was first developed 
here. There are junior Mount Sinais in this and 
other communities, and they are not ashamed of 
their spiritual paternity. May each of them attain 
a ninetieth birthday free from every sign and 
symptom of senescence, as New York’s Mount 
Sinai Hospital has done. 


x * * 


Men and institutions throughout our country 


today are properly taking their place in the na- . 


tion’s effort to win the people’s war. Recognizing 
their country’s need, conscious of their own dan- 
ger, citizens are throwing themselves and all their 
resources into the fight for freedom with zeal and 
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determination. As a matter of course, Mount Sinai 
Hospital will do its part, and more than its part in 
this supreme struggle; its staff served the nation 
well in the last war, and they will do so again. 

x *& * 


I have pictured the Hospital as an institution 
that is constantly looking ahead. Will it ever attain 
its goal? Let us hope that it will not—that how- 
ever creditable its future achievements, it will 
preserve for all time its traditional urge to an ever 
higher achievement. 

x kk * 

At a recent meeting of a number of men who 
had been intimately associated for many years 
as workers in the cause of hospital reform, the 
evening was spent in recalling episodes in the end- 
less struggle to make our hospitals safer and 
sounder; and as a memento of the occasion, some 
lines were written which may appropriately be 
repeated on this occasion and in this presence. In 
closing, let me address these lines to the distin- 
guished President of Mount Sinai Hospital, to its 
faithful and energetic Director, and to those mem- 
bers of the Board and Staff with whom it was my 
privilege to be associated for a time in the develop- 
ment of this great institution: 


Full many a year has passed since you and I 
Began to think in unison, and talk 

Of what a hospital is and what it should be. 
Well, thoughts like ours do not die a-borning 
But, seized by eager wills, emerge as deeds, 
By which new shapes are formed, reshaped again, 
Until the world about us is part Nature’s, 

Part our own. 


Although we’ve not achieved 
The perfect institution of our dreams— 

Of love, and art, and science all compact— 
Rejoice we may, for we have lived to see 
The hospital we cherish yield to change 
From small to great, from careless to exact, 
From home of sorry pestilence to proud 

And comely scene of perfect cleanliness 
Equipped with all that science knows to aid 
Physician, nurse, and sick, to whom in honor 
We pledge again our faithful, firm support. 






















Nursing Shortage 


CELIA CRANZ 


items like sugar, rubber, paper, sheets, that 

it is now commonly applied to nurses. When- 
ever there is an insufficient supply to meet a given 
need a “shortage” exists. Those who are clever at 
figures could show very plainly that there should 
be no shortage of nurses, but when vacancies on 
the hospital nursing staff exist for longer and 
longer periods, and when much effort is used to 
fill these vacancies without success, one has to 
admit that the supply does not meet the demand. 
We in Ohio at least are aware of an acute shortage 
of nurses for hospital duty. 


Si is a term applied today to so many 


Reasons for the Shortage 


This acute shortage exists for a number of rea- 
sons. Chief among them is the tremendous in- 
crease in hospital beds along with the almost un- 
believable increase in hospital occupancy. Last 
yea: hospitals were filled to capacity, and in many 
Ohio cities it was necessary for patients to wait 
several days before they could be admitted. The 
Blue Cross Plans are largely responsible for the 
additional beds and the additional patients. 


A second reason for the shortage is the increas- 
ing need and use of nurses in other fields such as 
industry, transportation, and public health, to say 
nothing of the Army and Navy which have drawn 
heavily on the nursing reserve of the country. 


A third reason for the shortage may be that 
nurses formerly employed in hospitals have re- 
cently found that the increased income of the hus- 
band is now adequate to meet the needs of the 
family. It is also possible that a younger group of 
matrons formerly self-supporting have suddenly 
become clinging vines in order to secure exemp- 
tion of their husbands from the draft. Another 
group of married nurses would be happy to have 
regular employment, but in wartime no one is 
available to care for the very young children of 
these nurses. 


A fourth reason for the present shortage is the 
reduced enrollment of students in schools during 
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the last years of the depression. With a good deal 
of unemployment among nurses during that pe- 
riod, schools reduced the size of their classes. 


Five Procedures to Remedy the Shortage 


One can think of other reasons for the shortage 
but it seem academic to carry the discussion fur- 
ther. It is much more practical to consider what 
is to be done about it. 

At least five things can be done about the 
shortage: 

1 Additional nurses can be prepared in schools 

of nursing. 

2 Inactive nurses can be “refreshed” and re- 
turned to service. 

3 Duties of nurses can be carefully analyzed 
and all those of routine or non-nursing nature 
can be transferred to other workers. 

4 Subsidiary workers can be increased in num- 
ber, can be more carefully prepared for their 
duties, and their position given a greater dig- 
nity. 

5 Salaries of all workers can be increased so as 
to compare favorably with salaries in other 
lines of endeavor. 


Increasing Enrollments 


When we consider increasing enrollments in 
schools of nursing as a probable solution .to the 
shortage we realize that this is not an immediate 
answer. Moreover, a recent study of 426 schools 
of nursing having a daily average of 100 patients 
revealed that three-fourths of them had reached 
their maximum capacity with their present facili- 
ties. Housing heads the list of facilities needed. 
Teaching facilities and instructors are next; a lack 
of facilities and a lack of funds seem to go hand 
in hand. 
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The study also revealed a lack of qualified appli- 
cants. To meet this emergency, the Federal Gov- 
ernment has appropriated enormous sums to be 
used by schools of nursing to extend their facili- 
ties, but in one Ohio school of nursing, after the 
funds were made available, the prospective stu- 
dents had secured employment, and had given up 
the idea of entering the school just then. 


A student recruiting program on a national 
basis is now functioning and it seems probable 
that there will be a sufficient number of desirable 
applicants. 


Enrolling Inactive Nurses 

A second way to meet the shortage is to enroll 
inactive nurses in refresher courses and return 
them to service. In some instances the refresher 
course has not brought the hospital personnel in 
adequate numbers to replace the staff nurses who 
have resigned, but they represent a reserve, and 
undoubtedly would help in meeting the total 
emergency. It is important to mention that a re- 
fresher course of value should include both class 
instruction and ward practice, and class and prac- 
tice must be well planned and organized to meet 
the needs of the group. In the refresher course as 
in any other form of education it pays to be thor- 
ough. Some of the refresher course students may 
have health handicaps and it may be necessary to 
adjust their hours of duty to their abilities. Prob- 
ably almost all of the graduates of refresher 
courses could be persuaded to give a six to eight 
hour day per week to a hospital. 


Reorganizing the Duties of the Nurse 

The third consideration, that of reorganizing the 
duties of the nurse, is the one which will bring the 
most immediate returns. If this war is to teach us 
anything, it should teach us not to waste, and we 
in hospitals by misdirected use of nursing per- 
sonnel, have wasted valuable service. This is the 
time when all hospitals should develop a real ap- 
preciation of the ward head nurse. 


A hospital ward is a hospital in miniature, and 
a hospital head nurse is a hospital administrator 
in embryo. Management of this unit presents a 
problem of the first magnitude, and every good 
hospital executive is aware of this. One really 
good head nurse can, under creative administra- 
tion, achieve real success with a very limited num- 
ber of professional workers provided the job she 
has to do is thoughtfully planned and its responsi- 
bilities properly delegated. We should no longer 
use nurses for such routines as making beds, bath- 
ing convalescent patients, washing medicine 
glasses, or checking linen. Lay people can be pre- 
pared to function as ward secretaries relieving a 
head nurse of much telephoning and paper work 
such as assembling and tearing down charts. A 
skillful ward aide working with a nurse can more 
than double the performance of either. Careful 
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scrutiny of the activities will reveal that an in- 
creasing number of duties can be delegated to 
other workers if these are carefully prepared, and 
if they work under the close supervision of a nurse. 
We are beginning to realize that we have no nurs- 
ing service to waste in housekeeping or kitchen 
functions. 


Subsidiary Workers 


In the third place we can prepare a subsidiary- 
group to carry on the functions formerly assigned 
to nurses. It must be emphasized, however, that 
the subsidiary worker is a source of danger, and 
may prove a detriment rather than a help unless 
that individual is carefully prepared for her work. 
A list of duties for these workers is essential and 
a program of education to prepare them for these 
duties is even more essential. Finally, a subsidiary 
worker must work with a nurse and not be left 
without supervision. 

Perhaps some of your hospitals have had to face 
the fact that many of your good orderlies and 
many of the aides have left your service for more 
lucrative employment. Certainly the meager hos- 
pital salary offers little inducement to the man or 
woman whose qualifications meet the require- 
ments for defense work. The least the hospital can 
do is to dignify the position and dignify the per- 
sonnel who work in these areas. 

If the individual feels that both she and her job 
are important, better relations will be developed, 
and more stability will result. 


Increasing the Salaries 


Finally, salaries for the nursing staff must be 
adjusted. Again, this is not the whole answer, but 
it plays a very important part in the happiness of 
every employed individual. It is said that every- 
body accepts a post in employment for one or 
more of three reasons: the first of which is the 
salary it offers; second, the opportunity it offers; 
and third, the happiness it offers. We had better 
face the fact that too often in the past we have 
relied more on happiness and opportunity than we 
have on salary to keep our personnel. We now are 
face to face with the fact that just the moment 
more salary is offered somewhere else, the worker 
vanishes from the hospital. 


To summarize, a nursing shortage exists be- 
cause of the increase in nursing staff has not kept 
pace with the increase in hospital beds and hos- 
pital occupancy. Hospitals recently have faced 
keen, competition with other agencies for the prod- 
uct of their schools of nursing. Marriage and its 
responsibilities has taken many young graduates 
out of the profession. During the years of the de- 
pression the number of nurses graduating has 
been slightly reduced. 

The situation is grave, and the immediate future 
for nursing in hospitals a gloomy one. But it is 
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forcing us to use our heads and reconsider our 
policies in relation to hospitals and nursing. 


Necessity will require that we do not waste 
valuable nurse time and energy in tasks which can 
quite well be done by others. Hospitals as well 
as nursing groups have as yet done little to solve 
the problem of either an over supply or an under 
supply of nurses. The emergency may help us to 
do what we have not been able to do before, give 


. 


suitable recognition to the function of nursing. We 
may eventually separate it from the hodgepodge 
of activities out of which it is now emerging, 
and it will be possible to render to the patient 
a more adequate, finished, and professional form 
of service. 


A shortage exists, temporarily, but with careful 
attention and planning, we can meet it in the 
American way—for the duration. 
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Charitable Hospitals May Be Sued in District of Columbia 


The United States Court of Appeals, in a ruling 
made June 30, marks the first decision by the 
appellate tribunal that hospitals in the District 
of Columbia may be made liable for damage suits 
arising from negligence of their employees. The 
important decision was handed down in the case 
of Miss Susan M. Hughes versus the president and 
directors of Georgetown College, operators of 
Georgetown Hospital, Washington, D. C. 


The District Court had held that Miss Hughes, 
who was injured while on duty as a special nurse, 
could properly sue the hospital for damages for 
personal injuries which she allegedly received 
while on duty. Miss Hughes was awarded $20,000 
by a jury. The injuries which she said she received 
were caused when a student nurse in the hospital 
carelessly flung open a door in the hallway while 
Miss Hughes was passing. The swinging door 
knocked Miss Hughes down. Miss Hughes was a 
special nurse and was not at the time of the acci- 

-dent regularly employed at the hospital. 


The Georgetown Hospital appealed from the 
District Court ruling, claiming immunity from 
damage suits in line with the old English common 
law doctrine that charitable institutions are not 
usually answerable in court for damages. 


In its summary, the court said: 


“The rule of immunity (for charitable in- 
stitutions) is out of step with the general 
trend of legislative and judicial policy in dis- 
tributing losses incurred by individuals 
through the operation of an enterprise among 
all who benefit by it rather than in leaving 
them wholly to be borne by those who sustain 
them. 


“The rule of immunity itself has given away ° 
gradually but steadily through widening, 
though not too well or consistently reasoned 
modifications. It is disintegrating. Each modi- 
fication has the justification that it is a step in 
results, if not in reason, from the original error 
to eventual correction. . 
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“In taking this view we are not unmindful 
that charitable institutions perform a high 
service in the community. In days when the 
state was less mindful of individual need they 
gave a helping hand not otherwise held out to 
large numbers of people. They still do so. They 
recently have faced, and still face, grave prob- 
lems. Purse strings no longer are loose, as 
they were before world wars and world-wide 
depressions. 


“But individuals and business institutions 
face similar uncertainties. It does not recom- 
pense injured persons that the loss is inflicted 
by charitable institutions, nor should they 
alone bear it because all together face a hard 
future. 


“For reasons already stated we do not be- 
lieve the survival of charities will turn on 
whether or not they must answer for their 
wrongs to persons they are formed to help. 
There may be some added expense of opera- 
tion. It may be no more than the cost of liti- 
gating these claims over and over, for the 
issue (of immunity) will not down. 


“Insurance must be carried to guard against 
a liability to strangers. Adding beneficiaries 
cannot greatly increase the risk or the pre- 
mium. The slight additional expense cannot 
have the consequences so frequently feared in 
judicial circles, but so little realized in experi- 
ence. Proper management will provide the 
protection. 


“To offset the expense will be the gains of 
eliminating another area of what has been 
called “protected negligence” and the anomaly 
that the institutional doer of good asks exemp- 
tion from responsibility for its wrong, though 
all others must pay. The incorporated charity 
should respond as do private individuals, busi- 
ness corporations and others when it does 
good in the wrong way.” 
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tax supported or endowed, or they received con- 

tributions from the public in some manner to 
cover the deficits. “Balancing the budget” was not 
a major consideration of the hospital administra- 
tor. The picture has definitely changed in the last 
decade. Endowments have been substantially re- 
duced and the volunteer and privately owned 
hospitals have not had the Good Samaritans they 
had in the past, therefore, more thought has had 
to be given to the best methods of collecting 
accounts. 


' THE days past, almost all hospitals were either 


Three important essentials in collecting hospital 
accounts are: obtaining correct information in ad- 
mitting office; determining how the account is to 
be paid; and making collections after patient 
leaves the hospital. 


Patient’s Admitting Chart Should Help to 
Establish Credit Rating 


Obtaining information for the patient’s chart 
is done by the admission clerk, and since this is 
the information used by the collection department 
if it becomes necessary to establish a credit rating, 
it is imperative that this information is obtained 
in a systematic and accurate manner. The clerk in 
the admitting office should be tactful and have a 
pleasing personality. As she is dealing with per- 
sons who are mentally and physically disturbed 
she must be sympathetic and considerate, but at 
the same time make the person who is responsible 
for the patient’s account realize that the hospital 
must be conducted in a businesslike manner to 
keep the institution on a sound financial basis. 


Never let the patient feel that you are trying to 
hurry him, but explain carefully the hospital’s 
policies of collecting accounts as many times this 
is anew experience for him and, therefore, he does 
not know your policy. A complete understanding 
with the patient as to who is the responsible per- 
son for the account is necessary, and should be 
sent in writing by the responsible person if he is 
not present. In our hospital we ask the respon- 
sible person to sign the patient’s chart if he is 





August 1942 


Methods of Collecting Hospital Accounts 
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present at the time of admission, with a promise 
to pay to the hospital the account of the patient, 
giving relationship of responsible party to patient. 
Accuracy in spelling of names, and in getting cor- 
rect addresses and telephone numbers is of utmost 
importance. 


Determining How Account Is to Be Paid 


If the account is to be paid while the patient is 
in the hospital, explain carefully that the hospital 
expects a deposit upon admission, and a weekly 
check as bill is presented. A good basis for the 
admission deposit is, one week’s room rent, oper- 
ating room fee if it is a surgical case, labora- 
tory fee, and, if you know of other items such as 
x-rays, etc., it is well to include them at the time 
of admission. Render the weekly statement with 
room rent one week in advance and other charges 
that were not paid for in the original deposit. If 
the patient is going to remain only a few days over 
the first week, this gives him a very good idea of 
the final bill, and he can make arrangements to 
take care of it on discharge from the hospital. If 
he is to remain the second week and does not pay 
the bill in a few days, follow it up, as a patient is 
much more willing to pay at that time than he is 
if you wait until he is ready to leave when his 
account is more than he had anticipated it to be 
and financial arrangements have not been made 
to pay it. 


Hospital Service Contracts 


Due to the fact that about 25 per cent of all the 
patients coming into our hospital come in under 
some type of hospital service contract, we have 
found it essential to have a list of all acceptable 
companies we know of on the admission desk as 
well as in the collector’s office. In addition to this 
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we have a list of those companies we know are not 
acceptable. This enables the admission clerk to tell 
immediately whether or not she can accept the 
patient under his contract. 


Frequently, you will get policies from companies 
you know nothing about. In such cases it is well to 
tell the patient that you will check with the com- 
pany if it has an office in the city, for if so you can 
usually get information direct from the company 
or from other sources in the city. If you are unable 
to determine the company’s reliability in this man- 
ner, write to the State Insurance Commissioner 
to send you this information. However, we find it 
a good policy to get the usual cash deposit on 
such cases and tell the patient that we will be glad 
to assist him by sending his bill to the hospital 
service company, and if the company will take 
care of it, then reimburse the patient for the 
amount. 

If a hospital service company contract is ac- 
cepted, check the benefits carefully and explain 
to the patient just what is covered, as frequently 
policy holders have mistaken ideas of benefits. The 
hospital service company should then be con- 
tacted to verify information and see if the policy 
is in force for the benefits the patient will receive. 
If there are to be extras that are not covered by 
the policy, give the patient an estimate on these 
and get a deposit if it is an appreciable amount. 


Public Liability Cases 


It has only been a few years since the Texas 
State Lien Law was passed, and since that time 
it has meant approximately a half million dollars 
a year to the Texas hospitals. Prior to that time 
public liability cases were paid direct to the in- 
jured person and in many instances, particularly 
in the case of automobile accidents, persons were 
hospitalized in cities where they did not live, and, 
therefore, it was difficult for the hospitals to know 
when a settlement was made. 

When a public liability case enters the hospital, 
a lien should be filed at the County clerk’s office 
and if the settlement is made while the patient is 
in the hospital, the hospital will be protected. It is 
also necessary to file a second lien immediately 
upon dismissal of the patient for the amount 
due. If this is done, the insurance company 
cannot make a settlement with the injured person 
without paying the hospital. The charge for filing 
these liens is only twenty-five cents, and since it 
is such a nominal fee, we feel it better to file both 
on admission and on dismissal. 

In many cases, if you talk with the insurance 
adjuster you can determine whether or not he 
thinks his company is going to accept liability. If 
there is any doubt in the collector’s mind as to 
whether or not the insurance company is going 
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to be responsible, the account should be collected 
weekly, or satisfactory financial arrangements 
should be made with the patient or responsible 
person as to how the account is to be paid. In 
either case, however, the responsible person 
should sign an agreement specifying that if the 
account is not paid by the insurance company by 
a specific date, that he will pay the account. If 
this is done, you will stand less risk of not col- 
lecting this account. 


Compensation Insurance 


If it is a compensation case, secure correct name 
of employer, and from him get the name of the 
company carrying his insurance as many times 
the patient does not know what company carries 
his employer’s insurance. Next contact the insur- 
ance company and verify whether or not it is go- 
ing to assume liability. Every hospital should have 
on file a copy of Section 7, Article 8306 of the 
Workmen’s Compensation Law. This section of the 
Workmen’s Compensation Law should be followed 
literally in furnishing any hospitalization to an 
injured employee, or a person injured during the 
course of his employment for any person carrying 
workmen’s compensation insurance. 


In the event of any misunderstanding with an 
insurance company or insurance adjuster in cases 
of this kind, it is necessary to take prompt action 
in complying with the term of this section of the 
law. It is well to remember that an insurance ad- 
juster has no further authority in agreeing to hos- 
pitalization of a claimant than as outlined in this 
section. In the absence of such adjuster write the 
Industrial Accident Board and obtain further au- 
thorization for hospitalization and have it furnish 
you a copy of the letter from the Board granting 
it. This authorization for further hospitalization 
should be obtained at least three days before the 
expiration of the time or week in question, in 
order that you will be well within the terms of 
the law and be protected upon the charges in- 
curred. 


Extension of Credit When Necessary 


There are different types of credit that have to be 
extended: 

First, when financial arragements are made be- 
fore the patient is admitted to the hospital— 
In determining whether or not credit is to be 
extended, a personal interview with the respon- 
sible person is desirable as it is necessary to make 
an estimate of his ability to pay. Ability to pay 
involves the financial capacity of the patient or 
responsible person as stated above, but it is not 
sufficient to consider the hospital bill alone, but 
also the length of absence from gainful employ- 
ment, other expenditures for medical services, and 
the expenditures at home resulting directly or 
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indirectly from the illness. Determine the patient’s 
willingness to pay by checking with the Retail 
Credit Association or any stores where he has had 
charge accounts, and last but not least, find out if 
he has been hospitalized in any other hospital in 
the city, and if so, call and inquire how his ac- 
count was handled. In doing this also check to see 
if the same home and business address is given, 
as the person who moves frequently is usually a 
greater credit risk than a person who owns his 
own home. 


After investigation is completed, if credit is to 
be extended, the patient should be required to 
keep his expenses to a minimum. He should not be 
assigned to a private room or have special duty 
nurses unless he is critically ill, or is the type case 
that cannot be taken care of by the floor nurses, 
such as a contagious or mental case. 


It is not only unfair to the hospital, but also 
to the family or responsible person to let the pa- 
tient incur unnecessary expenses. However, in 
many cases it is difficult to make the family and 
patient realize the difference between what is 
adequate for the patient’s recovery and what 
would be termed a hospital luxury. 


It is always advisable to try and get some pay- 
ment on this type case on admission even though 
it is only a small amount. If the responsible person 
has a pay day while the patient is in the hospital, 
insist that he make some additional payment on 
that date. When credit is extended either by note 
or open account, be certain that the payments are 
not made for more than he is able to meet, for if 
so, he will probably pay a few payments then 
become delinquent. The method of salary assign- 
ments works out well in some instances. However, 
a patient frequently objects to giving them unless 
you tell him they will not be sent to his employer 
unless he becomes delinquent. This usually gives 
him a great incentive to pay as few people wish to 
have their employer know they are behind on 
their bills. 


Another suggestion for this type of account is 
to refer it to a company that is organized to make 
loans for hospital and doctor bills. It is much more 
difficult for the hospital and doctor to collect their 
bills after the patient has received the services 
than in any profession, therefore, it is very poor 
psychology to let the maker of the note know that 
the doctor or the hospital is a co-signer. 


Second, when the patient has had to remain in 
the hospital for a longer period of time than he 
had anticipated, and his funds are exhausted— 
In such cases do not wait until the patient is ready 
to leave before working out some satisfactory plan 
whereby he can pay the balance. If it is to be a 
large amount, and will have to be carried over a 
long period, suggest to him that he make a loan 
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and many times if you will offer a small discount 
on the bill, he will arrange to pay the balance. In 
this manner you can often close the account and 
not have to carry it on your books. If you have to 
carry it for a long period of time, collection costs 
would probably cost more than the amount of dis- 
count allowed, and there is the possibility that the 
account would never be paid The old proverb “A 
bird in the hand in worth two in the bush” cer- 
tainly holds true in collections. 


Third, when there is a small balance due on 
dismissal, and the patient does not have the money 
with him to take care of it—The question is, 
whether it is better to let the patient go home and 
take his word that the responsible person will 
come in and pay the balance later, or to insist 
that the responsible person come to the hospital 
before the patient leaves and pay the balance. 
There are two sides to this question. 


In the first place, frequently it is very incon- 
venient for the responsible person to leave work 
to come to the hospital and you can usually judge 
whether or not the patient is sincere in saying he 
will take care of it, but on the other hand, you 
do find some who will take advantage of such 
situations to avoid payment. This is the time when 
the judgment of the collector is put to the test, 
and the good will of the patient to the hospital 
often depends upon the manner in which the final 
bill is presented and arrangements are made. 


Making Collections After Patient Leaves 
the Hospital 


Making collections after the patient leaves the 
hospital is last but not the least important prob- 
lem. It can only be accomplished by an efficient 
filing system where all accounts are accessible, 
and by keeping.a careful record of all transactions 
on these accounts regardless if it is done by tele- 
phone, letter, or verbally. 


The success of collecting accounts after the pa- 
tient has left the hospital is by routinely following 
up the account on the dates they are due. If it is a 
note send a notice five days in advance, stating 
amount and due date. If a note or open account 
and the payment was not received on due date, do 
not wait over two days without following it up 
either by telephone or letter. 


When you are unsuccessful in obtaining the pay- 
ment on the date it has been promised, try to de- 
termine whether or not the patient can pay, and if 
you feel he is not able to pay at that time, set 
another date when he thinks he will be able to 


“meet the obligation. If he keeps putting you off 


and you feel that he could pay even a part of it, 
but refuses to do so, notify him that the hospital 
is going to be compelled to turn the account in to 
the Retail Credit Association, or over to a collec- 
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tion agency, unless he begins making regular pay- 
ments. Many times rather than have his credit 
rating impaired, he will arrange to meet his obli- 
gations. 


If you are unable to collect an account by any 
of the above methods, you can bring suit. How- 
ever, I feel that voluntary hospitals should know 
definitely that the responsible person is trying to 
avoid payment before entering suit. In a few in- 
stances, we have seen fit to bring suit and obtained 
judgment and even when the responsible person 
did not have the money at that time, it was paid 
several years later, where, otherwise, we would 
never have been able to collect the account. 


One thing to always bear in mind is that notes 
are outlawed by limitations in four years, and 
open accounts in two years from date of last pay- 
ment. Before either is outlawed, be sure to have it 
renewed. 


In closing, I would like to call attention again 
to the fact that there must be very close coopera- 
tion between the admission clerk and the collector. 
The admission clerk must obtain detailed infor- 
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mation that is essential for the collector to have 
in order to be able to collect the account. 


Too much stress cannot be put upon the neces- 
sity of obtaining a substantial deposit or making 
satisfactory arrangements before the patient is 
admitted as collections in hospital differ from col- 
lecting almost any other type of accounts, because 
of the fact that after the patient is admitted, you 
have to furnish him services until he is able to 
leave the hospital no matter how much the cost 
may be. In extending credit for merchandise, the 
firm can refuse to extent credit over a certain 
amount, or can take back certain merchandise al- 
ready purchased if payments are not met, but the 
hospital does not have these alternatives. 


Emphasis should be put upon the necessity of 
routinely working unpaid accounts by telephone, 
letter, and mailing monthly statements. In the last 
ten years we have diligently followed this routine 
and as a result our collections have increased from 
eighty to about ninety-eight per cent. We feel that 
it has been worth the extra time and work in- 
volved and hope that these facts will be of some 
value in working out your collection problems. 





War Production Program—Conservation and Economy 


HOSPITALS is in receipt of the following com- 
munication from the War Department, which ex- 
plains itself: 


WAR DEPARTMENT 
OFFICE OF THE SURGEON GENERAL 
Washington 


Dr. Bert W. Caldwell, 
18 East Division Street, 
Chicago, Illinois. 

Dear Doctor Caldwell: 

It is with extreme interest that this office 
notes the special articles carried in your June 
and July issues of the Journal of the American 
Hospital Association. 

Through this means of contact, the various 
hospital personnel are enabled to learn of our 
production program and the need for con- 
servation and economy. Industry is striving to 


satisfy not only the needs of the military and 
naval forces, but civilian as well. In the time 
to come, many articles will be fabricated from 
non-critical materials which would not be 


36 








recognizable when compared to specifications 
of pre-war days. 


Purchasing agents for hospitals and sani- 
tariums should acquaint themselves with the 
maintenance plans now promulgated by the 
War Production Board. Under the mainte- 
nance and repair plan, immediate assistance 
should be made available to all hospitals so 
that sterilizer, x-ray, and other expensive 
equipment will be immediately repairable for 
continued use. 


Your interest in the defense of this country 
is appreciated. 
Sincerely, 


C. F. Shook, 
Colonel, Medical Corps. 


Hospitals are fully awake to the need for con- 
serving all materials for the economical use of 
all supplies. Their cooperation with the war pro- 
duction program is an active one participated in 
by every hospital and will be continued as long 
as any necessity exists. 
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Basic Principles of Purchasing 


PAUL L. BURROUGHS 


purchasing ethics by finding a suitable defini- 

tion of the word “ethics” itself. Webster tells 
us that ethics is a treatise on morals; the science of 
moral duty; broadly, the science of ideal human 
character. A recent publication of the American 
Hospital Association and the American College 
of Hospital Administrators defines a code of ethics 
as follows: “A Code of Ethics is the crystallization 
of the principles underlying civilization.” All of 
these definitions might well apply in the case of 
the purchasing agent and his field of operations. 
Let us assume that our code of ethics is to conform 
to professional standards of conduct. This implies 
all of the moral principles set forth as well as 
just plain honesty in our every day dealings with 
our fellow man. We must follow the spirit as well 
as the letter of our code of ethics. The hospital 
accountant has the auditors to check on him. We 
have only our own conscience to check on us 
since there are many ways in which we might 
easily side step in the performance of our duties 
as -purchasing agents. In fact our code of ethics 
must be even more exacting then purchasing 
agents in other fields since hospitals are expected 
to live up to much higher standards in all respects 
than other types of organizations. 


Pires WE CAN best approach the subject of 


We have established that we must conform to 
professional standards of conduct. Now we must 
establish what principles and standards of pur- 
‘chasing practice we must adopt. The National 
Association of Purchasing Agents has done this 
job for us. We can do no better than to accept 
them for our own. These principles are simple and 
explicit. They are as follows: 


Loyalty to his Company 
Justice to those with whom he deals 
Faith in his profession 


The substitution of the word “hospital” for the 
word “company” in the first principle is all the 
change we need to make. We must, however, de- 
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velop these principles into standards by which we 
are to be guided. Making a few very minor changes 
in the ten standards developed by the National 
Association of Purchasing Agents and having 
established our definition of a code of ethics, we 
can now proceed to a discussion of the standards 
by which we govern our activities. 


1 We must consider, first, the interests of our 
hospital in all transactions, and we must carry out 
and believe in its established policies. 


No purchasing agent is worthy of the name who 
does not try to get the very best deal for the 
hospital in any given transaction. We owe our 
best efforts to the hospital at all times. Since we 
have all accepted our jobs as purchasing agents 
for our several hospitals, it must also be assumed 
that we believe in their established policies. If 
we do not, and if we have a justifiable reason for 
not believing in some policy that is followed by 
our hospital, we should try to rectify the error 
by taking the case to the director or superintend- 
ent with the objections fully outlined. If the case 
is refused for good and sufficient reasons, then the 
only course is to carry out the policy in spite of 
our objections or resign. 


2 We must be receptive to competent counsel 
from our associates and be guided by such counsel 
without impairing the dignity and responsibility 
of our office. . 


This means cooperation with all department 
heads. We should never set. ourselves up as 
“stuffed shirts” and “know-it-alls.” We are not. 
We do not know all the answers. If anyone of us 
thinks he does know all the answers, he is most 
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certainly due for a rude awakening. Cooperation 
is the keynote to success in our field. An example 
will be helpful at this point. If the accountant 
wants an adding machine, let him have a chance 
to select what he wants in accordance with the 
kind of work he plans to do on the machine. He 
knows what results he must have from the adding 
machine, whether general or specific. Once he has 
established what he wants to accomplish and has 
made a tentative selection, it is time for the pur- 
chasing agent to step in and do the actual buying 
of the machine. That is his job. The same thing 
is true in the case of the purchase of x-ray equip- 
ment. None of us.knows as much about the many 
varieties of x-ray equipment as the roentgenolo- 
gist. Let him help us to help him and make every- 
body happy. These examples should prove that 
being receptive to competent counsel from our 
associates and being guided by that counsel is 
only cooperation intelligently applied. 


3 We must buy without prejudice, seeking to 
obtain the maximum ultimate value for each dollar 
of expenditure. 


Get a dollar’s worth for each dollar spent. We 
must not let the color of the tie worn by the sales- 
man, the fact that he is crosseyed, or that his 
mannerisms are boorish, or that he is high pres- 
sure or low pressure type, influence us when we 
know he has what we want, when we want it, at 
the best possible price. Too many cases could be 
recorded where personalities enter into a trans- 
action. In these cases the hospital’s dollar usually 
suffers. 


Each of us, in his own mind, knows whether or 
not he is guilty of a transgression of this standard. 
If we are not guilty, we have nothing to worry 
about. If we are, it might be wise to think it over. 
Much criticism can be heaped upon the shoulders 
of the purchasing agent if he is convicted of buy- 
ing with prejudice. Our relationship to salesmen 
and vendors makes its first appearance in the 
application of this standard. 


4 We must strive consistently for knowledge of 
materials and processes of manufacture, and to es- 
tablish practical methods for the conduct of our 


office. 


It should not be necessary to say that we must 
keep at our studies, however, it certainly must be 
emphasized as often as possible. We must, for 
example, avail ourselves of every opportunity to 
study about raw materials. Even though we do 
not buy such things as copper rods, bauxite 
(aluminum ore), stainless steel sheets, ingots, 
plates, and so on, it is certainly true that we do 
purchase many items made from these materials. 
It is, therefore, necessary that we know at least 
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some of the more important factors concerning 
the production of these items from the mines to 
the mills and thence to the manufacturer and, 
finally, to the hospital. There are many jobs to 
be done in these progressive steps from the mining 
of the ore to the finished emesis basin in our 
storeroom, as in the case of stainless steel or 
aluminum ware. Study and still more study is 
the answer. We should all try to establish the 
habit of a daily period in which to study even 
if it is only for ten minutes. 


No one would question the value of the estab- 
lishment of practical methods for the conduct 
of the purchasing office. Our office should be just 
as business-like as any comparable office in indus- 
try. We must keep all of our records with the 
greatest possible accuracy. We should establish a 
system that will fit into the hospital accounting 
department’s work. Our disbursement of supplies 
should be so constituted that each and every 
department in the hospital can feel assured that 
once ordered a certain item will either be supplied 
at the usual delivery period or be given an ex- 
planation of why such delivery cannot be made. 
We should prove to the whole hospital that the 
purchasing office is reliable in every sense of the 
word. 


5 We must subscribe to and work for honesty 
and truth in buying and selling, and denounce 
all forms and manifestations of commercial 
bribery. 


Many interpretations can be given this standard 
and, of course, many are. Taking the first part 
of this standard first, we can say that there is no 
need to go into the matter of “honesty,” since that 
is one of the cardinal virtues. All of us know 
whether we are honest or not, and to what degree. 
The same thing can be said of “truth.” We, as 
hospital purchasing agents, however, no less than 
our brothers in other fields, have many tempta- 
tions placed before us by unscrupulous salesmen, 
either with or without the consent of the concern 
they represent. It can happen both ways. What- 
ever these temptations may be, our job is to dis- 
courage them to the best of our ability. Let us 
work for truth and honesty in all our every day 
transactions. Perhaps, it is best to avoid any 
further business with an individual or concern 
who attempts in any way to introduce an element 
of dishonesty or untruth into any transaction. This 
method, if followed by all of us, would soon dis- 
courage any further attempts at such tactics. 


Now, to the subject of the various forms of 
commercial bribery. This is a broad subject. It 
is one that must be handled with a considerable 
degree of care by all of us. There are many forms 
and manifestations of commercial bribery, and 
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they range anywhere from a casual dinner en- 
gagement with a salesman to the acceptance of a 
rebate on a sale of unusual proportions. Almost 
all of us do not spend enough money to make 
the problem too serious. We are small buyers of 
many items, therefore, it would hardly be worth 
while for the concerns with whom we do business 
to try the methods generally used in industry to 
promote bribery to any extensive degree. It is a 
fact, however, that all firms pay the expenses of 
their representatives while traveling. An accepted 
expenditure in the expense account is that of en- 
tertainment, and it includes meals, shows, night 
clubs, and so on. The more the salesman spends 
on the entertainment of his prospective buyers, 
the more the price of the articles we buy from him 
goes up. It is only reasonable to suppose that the 
salesman’s expense account is part and parcel of 
the cost of goods sold. While in many cases the 
main point in the back of the mind of the sales- 
man is to place the purchasing agent under obliga- 
tion for business reasons, it is also true that many 
of these men are motivated by purely friendly 
considerations. We must not make the mistake of 
putting all salesmen in the same category. How 
then can we approach the problem without be- 
coming “prudish” or “grasping?” 

One good solution to this problem is for the 
purchasing agent to pay his own way if he wants 
to have dinner with a salesman. In this way, both 
the salesman and the purchasing agent are fully 
aware that there is no obligation attached, and 
that the purpose of the dinner engagement, or 
whatever it is, is mutual benefit. There can be 
mutual benefit from these engagements. We 
should realize this fact, and remember, too, the 
salesman probably pays a much higher income tax 
than the majority of us. We can learn just as 
much about the salesman as he can learn about 
us. We can also learn about the products which 
he sells. An intelligent salesman is one of our best 
teachers. The whole matter of dinner engagements 
should be seen from both sides. The salesman 
knows as well as we do that there is a certain 
relaxation, a certain glow and expansiveness that 
comes only after the enjoyment of a satisfying 
meal. Talk just seems to flow better. The salesman 
can make his points much clearer. The purchasing 
agent, in turn, can devote his full thought to the 
subject under discussion. This matter of the ac- 
ceptance of dinner engagements can be disposed 
of as relatively unimportant if it is handled prop- 
erly. 


What about gifts? Christmas gifts from suppliers 
are a very common occurrence. Many firms believe 
in them as builders of “good will.” In many cases, 
these gifts are nothing but advertisements. In 
others, they are a little more personal. Pencils, 
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letter openers, calendars, ash trays and a host of 
other articles of like nature can be seen on any- 
one’s desk, yes, even the superintendent’s. Many 
firms put the name of the purchasing agent on the 
article, which only shows that they are smart, 
since nothing is enjoyed by the human being quite 
so much as to see his own name in print. 


Much of the stuff sent out by our suppliers is 
valueless, so there can be little point in worrying 
much over this problem of the acceptance or re- 
jection of gifts. If, however, the gift is something 
that is of more than ordinary value, it would be 
well to take stock. There is an ulterior motive 
somewhere, or, at the least, there is some unusual 
interest. At this point, such attempts at bribery 
are easy to stop. It is not too difficult to discover 
the motives behind any unusual gift offer. After 
we find out what the motives are, we can be 
guided by our good judgment and common sense. 


The last subject to be considered under the fifth 
standard is the matter of special discounts on pur- 
chases made by the purchasing agent for his own 
personal use. Perhaps, this may not seem a serious 
matter, but, at least, it should be brought out into 
the light of day. There are probably very few of 
us who have. not made such purchases. There are 
many firms that have a special courtesy list of 
persons who are entitled to special discounts by 
virtue of their standing and influence in the com- 
munity. This list is not made up of purchasing 
agents entirely. The contention of the firm is that 
the recipient of the favor can and will spread good 
will and thus bring in more business. Some firms 
charge off the amount of these discounts to adver- 
tising. Generally, the discounts referred to here 
are such that the firm still makes a fair profit. 
If this is true, you will not incur any special 
obligation that requires repayment at some later 
date. If you, as purchasing agent, avail yourself 
of such discounts in moderation, there is probably 
little harm done. If, however, you attempt to get 
something beyond the usual discount, you will be- 
come in a sense, a chisler. This is to be carefully 
avoided. Stay on the safe side. If you do make 
such purchases, by all means be moderate, make 
no special demands and keep out from under any 
obligations to the supplier. Once more use com- 
mon sense. 


What about the more serious forms of com- 
mercial bribery? Refuse flatly any form of bribery 
where money is offered. This is just plain dis- 
honesty. For your own protection you should 
quickly report to your superintendent any such 
violations on the part of a salesman. Rebates in 
the form of cash are just as abhorrent to any hon- 
est purchasing agent. Loans from the salesman 
to the purchasing agent are not ethical. All of 





39 














these things should be avoided at any cost. They 
are not only unethical, but they are betrayals of 
trust; the trust that your hospital places in you 
as the purchasing agent. We must be even more 
careful of such involvements than our brothers 
in other fields. The exercise of sound sense, good 
judgment and plain honesty is our duty and 
obligation. 


6 We should accord a prompt and courteous 
reception, as far as conditions will permit, to all 
who call on legitimate business missions. 


This standard refers directly to our relationship 
with salesmen and vendors. See all salesmen or 
explain to them, personally, if possible, why you 
cannot. Give them a chance to come back at some 
future time when you are not busy. Let the sales- 
man know that you are willing to give him some 
of your time, but that you do not want to waste 
any of that precious commodity. If you have a 
legitimate reason for not seeing a certain sales- 
man, tell him so frankly, in such a way as to con- 
vince him of your fairness and courtesy. For ex- 
ample, it may be that his product is not wanted 
for good reasons. If this is the case, do not beat 
about the bush, but explain your position carefully 
and courteously. Treat all salesmen with consider- 
ation and courtesy. Forget personal prejudices 
entirely. After all, it is only the application of the 
Golden Rule, “Do unto others as you would have 
them do unto you.” 


7 We must respect our obligations and also re- 
quire that obligations to us and our hospitals be 
respected, consistent with good business practice. 


Meet the obligations which you have incurred 
for the hospital. See that your part in any contract 
for merchandise or services is carried out to the 
letter and spirit of the contract itself. As the 
purchasing officer, you must also see that the 
supplier carries out his end of the contract. It 
is your duty to see that there is no evasion of 
any clause in the contract on the part of your- 
self, another member of the hospital staff, or the 
supplier. If you have special requests, make them 
before you sign the papers, not as an afterthought. 
Very often it will be found that certain circum- 
stances will arise that could not be foreseen. If 
such is the case, talk with the parties concerned 
and make arrangements covering the unforesee- 
able circumstances. For the benefit of your hos- 
pital, insist upon your rights and fight for them, at 
the same time being fair to the other party to 
the contract. 


8 We must avoid sharp practices. 


Perhaps, an example of what is considered to be 
a “sharp practice” would clear the point some- 
what. Suppose a purchasing agent was negotiating 
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‘a large deal and asking for bids. A representative 


of one of the bidding companies calls upon the 
purchasing agent and trys to get some information 
about some of the other bidders and what they 
quoted. The purchasing agent says that, of course, 
he is not permitted to divulge any such informa- 
tion, since the bids are confidential, but he slyly 
writes certain figures on a piece of paper in full 
sight of the visitor, and then excuses himself for 
some unknown destination, leaving the paper 
where it can be seen very well by the interested 
person. This is known as a sharp practice, and | 
think you will agree that it is one. Needless to 
say, this should never be practiced by any hospital 
purchasing agent under any circumstances. 


9 We should counsel and assist fellow purchas- 
ing agents in the performance of their duties when- 
ever occasion permits. 


In this Institute, we are trying to do this very 
thing. It is the principle of man help man for the 
good of both. This is the spirit of mutual coopera- 
tion that dominates such organizations as the 
American Hospital Association, the American 
College of Hospital Administrators and the Nation- 
al Association of Purchasing Agents. It is certainly 
a democratic principle, and, in times like the pres- 
ent, is of inestimable value to all of us. This stand- 
ard is self evident. 


10 We should cooperate with all organizations 
and individuals engaged in activities designed to 
enhance the development and standing of purchas- 
ing. 

The American Hospital Association recognizes 
the soundness of this standard by making possible 
this Institute for us in the purchasing field. It is 
our duty, in turn, to cooperate with them in all 
things. The American Hospital Association often 
asks us for surveys of this and that element in 
our work. These reports take time and energy 
to prepare, but we should do them gladly for the 
information often leads to results that are for 
the mutual benefit of all purchasing agents and 
their hospitals. This same thing is true of the 
United States Department of Commerce, National 
Bureau of Standards in Washington. They, fre- 
quently, ask purchasing agents in all fields for 
reports on their experience with many different 
kinds of commodities. These reports are doubly 
difficult, but, in spite of that, we should get them 
out as fast as possible. They lead to the adoption 
of standards, the simplification of many items and 
the reduction of sizes of many articles. This, in 
turn, makes things easier for you and me, as well 
as for the manufacturer. It, likewise, reduces the 
cost of goods. This standard simply tells us that 
we should cooperate with any and all agencies 
and individuals that are working for the benefit 
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of purchasing. Many of our suppliers are right- 
fully in this category. They may ask us to make 
certain tests of this or that material. We should 
try to find the time to do as they ask, whenever 
it does not interfere with the usual administra- 
tion of the hospital. This is just as true with med- 
ical and surgical matters as with cleaning sup- 
plies. We can frequently ask our doctors to try 
a certain product, and for the most part, they 
are glad to do it for us. The same is true of all 
departments of the hospital. Very little can be lost 
by such cooperation except time, and it may come 
back to your hospital and yourself a thousand fold. 


A few final words before leaving the subject of 
our standards. In. these trying times, we have 
hourly proof that cordial and courteous relations 
with our suppliers and their representatives bear 
fruit. Many of our regular suppliers are fighting 
for their very lives, and, still, they give us their 
help in providing many of our necessities. They 
do this many times in the face of the fact that we 


are unable to supply them with priorities suffi- 
ciently high to enable them to replace their stocks. 
Let us not forget this. Let us cooperate with them 
to the fullest extent. Already many firms have had 
to curtail their deliveries. Let us help them by 
pooling our orders so that they can deliver only 
once a day, instead of several times, and not ask 
for special deliveries unless absolutely necessary. 


Now that we have gone through the whole 
gamut of standards by which we guide our daily 
efforts, you may think it is a sort of Utopia, a place 
that can never be reached like “Shangri-La.” It 
may appear a bit fantastic to you, but a bit of 
study on your part will convince you that these 
standards are the ideals of the purchasing field, 
as a whole, all over the country. It has been well 
said that, “Ideals are like the stars—we never 
reach them, but like the mariner on the sea, we 
chart our course by them.” So look upon all these 
standards as “ideals,” hitch your wagon to a star 
and conform to professional standards of conduct. 


Part II will be published in the September issue. 





Fred W. Hall Retires 


Fred W. Hall, a gentlemen widely known and 
universally respected in the hospital field, has 
reached the age of retirement. Mr. Hall, a member 
of Frank A. Hall & Sons, has represented that firm 
at every exhibit of the American Hospital Associ- 
ation since 1917, and his annual display of beds 
and hospital equipment has been one of the attrac- 
tions of the exhibits. 


For fifty years Mr. Hall has been selling mer- 
chandise to hospitals. Thirty of these years have 
been with Frank A. Hall & Sons. His social and 
business acquaintances among the hospital people 
have been established from coast to coast, and he 
has always been as sound and as useful to the hos- 
pital field as the merchandise which he sold to it. 
He is an honor to business enterprises and to mer- 
chandising; he is one of the finest examples of 
ethical salesmen that the hospital field has known 
at any time. 


The following letter advising of his retirement 
was received with sincere personal regrets, and 
explains Mr. Hall’s fine sense of appreciation of 
his acknowledgement of the credit which he gives 
to “superintendents, doctors, and nurses” for the 
progress which his firm made in the hospital field: 


“Dear Doctor Caldwell: 


“I regret exceedingly that I will not have 
the pleasure of seeing you in the future at con- 
ventions of the American Hospital Associa- 
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tion, as I am retiring on June 30, 1942, and 
someone else will have to take up my work 
with the firm of Frank A. Hall & Sons. 


“I wish to thank you for the kindness and 
the consideration that you have shown me 
through the many years of our acquaintance. 
I also feel that I am deeply indebted to the 
other members of the American Hospital As- 
sociation where I have had the pleasure of 
displaying goods manufactured by Frank A. 
Hall & Sons at each convention held since and 
including 1917. 


“T sincerely hope that the firm will continue 
to display yearly at the American Hospital 
Association conventions, as I have always felt 
that that convention was largely responsible 
for the progress which we made in the hospital 
bed business. All such improvements that I 
was at all responsible for, I give credit to the 
superintendents, doctors, and nurses, who 
really had the ideas and I was simply the 
cause of their being worked out. 


“T am now ending fifty years of selling to 
hospitals, thirty years of which have been 
with Frank A. Hall & Sons. I find that the trav- 
eling necessary to properly continue this busi- 
ness is too much of a burden.” 

Yours very truly, 
Fred W. Hall 











American Hospital Association War Conference 


Forty-Fourth Annual Convention 


St. Louis, Missouri, October 12 to 16, 1942 


twenty-five years ago brought unpredictable 

problems to our hospitals. The present war 
confronts our institutions with all the difficult situ- 
ations we have experienced before, and added 
many more. Hospitals twenty-five years ago solved 
the problems then presented and developed satis- 
factory procedures through the two great war con- 
ferences of the American Hospital Association, 
held in West Baden and Atlantic City. 


Through these conferences the hospitals found 
their security and insured their continued service 
to their country not only during the war period 
but in the hazardous years following the close of 
the war. 


The St. Louis War Conference will be equally 
productive in good for the entire hospital field. The 
great national associations so vitally interested in 
hospital performance and in the permanency of 
our hospital system will meet not only to exchange 
viewpoints and evaluate old methods, but will also 
chart their courses in their sessions and in their 
legislative assemblages. 


The American Hospital Association and the 
American Protestant Hospital Association, the Col- 
lege of Hospital Administrators, the American 
Association of Nurse Anesthetists, the Children’s 
Hospital Association, and heads of all hospital de- 
partments will prepare for any eventuality which 
the war may impose upon them and will develop 
new procedures for complete and efficient service. 


ven has repeated itself. The World War 


The Program 


The programs of the week will present every 
phase of hospital and public welfare activity. 
Planned as a wartime conference, its sessions will 
be addressed by representatives of the Army, Navy 
and Public Health Service, officials of the Office of 
Civilian Defense, War Production Board and Price 
Administration, leaders in hospital activities from 
our allied countries and men and women in the 
hospital field at home and abroad. Progressive ad- 
ministrators, members of the boards of hospital 
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trustees, nurses, doctors, and department heads 
will bring to this War Conference all of their sea- 
soned experience and sound judgment in the de- 
liberations and discussions throughout the week. 


The importance of this Conference in wartime to 
every hospital and to every member of the hospital 
organization cannot be over emphasized. Not only 
the difficulties that present themselves today, but 
the policies of the post-war period are of vital im- 
portance to each of them. The Convention repre- 
sents a very large portion of the hospital field. 
Those who attend this conference will speak for 
hospitals which in the aggregate have more than 
one-half the hospital beds, and annually admit 
more than one-half the hospital patients in this 
country and Canada. | 


St. Louis the Convention City 


St. Louis is ideally located as a convention city. 
It is the largest metropolis nearest the geograph- 
ical center in the country. Three hundred fifty 
passenger trains, including those of every large 
trunk line in the country, enter its Union Station 
every twenty-four hours. Three important air- 
lines serve it and automobile routes center there 
and extend to every quarter of the country. There 
will be no transportation difficulties or travel in- 
conveniences. 


The Exhibits 


The technical and educational exhibits are com- 
plete. Every booth has been assigned and no addi- 
tional space can be developed. It is one of the best 
balanced exhibits in the history of Association 
Conventions. The changes in construction, ma- 
terials, and standards of hospital supplies and 
equipment will all be shown. This exhibit has a 
larger educational value than previous exhibits. 
It will demonstrate what hospitals will have to 
work with at least for the duration of the war, 
and to a large extent what they will want to work 
with after the war is ended. The field of new devel- 
opments in design and manufacture has just been 
scratched. The more important, more numerous, 
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and more efficient products are being developed 
daily. The hospital administrator must, if he serves 
his hospital well, keep fully informed of these later 
developments. The St. Louis Convention offers an 
unparalleled opportunity. 


The Protestant Hospital Association 


The Protestant Hospital Association, opening its 
sessions on Friday, presents a program of unusual 
merit. Its sessions, panel and round table discus- 
sions will bring together the prominent leaders in 
the hospital field and many guest speakers, who 
will'discuss the role of our hospitals in peacetime 
as well as in wartime. The complete program will 
be published at a later date. 


The College of Hospital Administrators 


One hundred twenty-five candidates will be in- 
ducted to the various designations of members in 
the American College of Hospital Administrators 
at the Ninth Convocation in St. Louis. 


The annual meeting will open with the Board of 
Regents Luncheon at 1:00 p. m. on Saturday, Oc- 
tober 10. 


On Sunday, October 11, the General Business 
Session of the entire College membership will be 
held at 10:00 a. m. The Convocation ceremonies 
will commence at 2:30 p. m. followed by the an- 
nual banquet at 7:00 p. m. and concluding with the 
President’s Reception at 9:00 p. m. 


On Monday, October 12 at 9:30 a. m. the College 
will hold its General Educational Session in the 
Convention Auditorium. This session will be de- 
voted to a symposium on the Hospital Administra- 
tor and His Relations to Public Health; Present 
and Future. Addresses will be given by Dr. Ira 
Hiscock, Yale University; Dr. Charles F. Wilinsky, 
Deputy Commissioner of Public Health, City of 
Boston, and Administrator of Beth Israel Hospital; 
and Dr. Basil C. MacLean, President of the Amer- 
ican Hospital Association, and Director of Strong 
Memorial Hospital, Rochester, New York. 


The Association of Nurse Anesthetists 


One of the most important meetings in the his- 
tory of the American Association of Nurse Anes- 
thetists will be the Tenth Annual Convention at 
the Statler Hotel, St. Louis, Missouri, October 12 to 
15, 1942. Even with a membership rapidly reaching 
the 2700 mark, the acute shortage of nurse anes- 
thetists brought about by enlistments in the armed 
forces, will present one of the most active problems 
for discussion at this convention. 


After registration and a visit to the exhibits on 
Monday morning, October 12, the formal opening 
of the convention will be held at the General Ses- 
sion at 2 p. m. with Miss Hazel Blanchard, Chair- 
man, Public Relations Committee, of Troy, New 
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York, presiding. Following the invocation by the 
Rt. Rev. William Scarlett, Bishop of Missouri, an 
address of welcome will be given by the Hon. 
William D. Becker, Mayor of St. Louis, and a 
greeting from the American Hospital Association 
will be given by Dr. Basil C. MacLean, President 
of the Association. Dr. Nathan A. Womack, As- 
sociate Professor of Surgery, Washington Univer- 
sity of Medicine, St. Louis, Missouri, will speak 
on the “Surgeons Responsibility in Anesthesia.” 
A paper on “The Therapeutic Value of Oxygen” 
will be given by Miss Esther Myers, Mount Car- 
mel Mercy Hospital, Detroit, Michigan, while Sis- 
ter John Edwards Kaiser, Good Samaritan Hospi- 
tal, Cincinnati, Ohio has selected as her topic, 
“Ethics for the Anesthetist.” 


The business session on Tuesday, October 13, 
will be opened by Miss Helen Lamb, President, 
followed by reports from the executive secretary, 
treasurer, and historian and from the standing 
committees. A special report on the “Defense Pro- 
gram” will be given by Miss Hazel Blanchard. 


Presiding at the afternoon session will be Miss 
Mildred Hodge, President, Missouri State Associ- 
ation, St. Louis, Missouri. Miss Frances Kock- 
launer, University Hospital, Cleveland, Ohio, will 
speak on “Obstetrical Anesthesia and Analgesia.” 
Dr. Evarts A. Graham, Bixby Professor of Sur- 
gery, Washington University School of Medicine, 
St. Louis, Missouri and Surgeon-in-Chief, Barnes 
Hospital will present an address, the title of which 
will be announced later. The paper to be presented 
by Dr. Ernest Sachs, Professor of Neuro-surgery, 
Washington University School of Medicine, St. 
Louis, will be on “Anesthesia in Relation to Neuro- 
surgery.” Dr. Albert Snoke, assistant Director of 
Strong Memorial Hospital at Rochester, New York 
will speak on the “Use of U. S. P. Bulk Ether for 
Anesthesia” which will be followed by a discussion 
of this paper by Dr. L. H. Wright, New York City, 
New York. 


The Advisory Council Meeting on Wednesday 
morning, October 14, will have as its presiding 
officer Miss Hazel Blanchard. For the General Ses- 
sion following this meeting, Miss Edith Marcum, 
Jewish Hospital, St. Louis, Missouri will preside. 


The panel discussion on “The Place of the Nurse 
Anesthetist in the Wartime Program” will be one 
of the most interesting and instructive sessions of 
the convention. With Miss Miriam G. Shupp, 
Strong Memorial Hospital, Rochester, New York, 
acting as Coordinator, the subject will be discussed 
from the viewpoint of a hospital superintendent, 
by Miss Florence King, Jewish Hospital, St. Louis, 
Missouri; a surgeon, by Dr. Duff Allen, Associate 
Professor of Surgery, Washington University 
School of Medicine, St. Louis, Missouri; an oper- 
ating room supervisor, by Lola Baird, Barnes Hos- 
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pital, St. Louis, Missouri, a superintendent of 
nurses, by Miss A. Johnson, Barnes Hospital, and 
an anesthetist, by Mrs. Rosalie McDonald, Emory 
University Hospital, Emory, Georgia. 


Mrs. Verda Huff of Carrolton, Missouri will pre- 
side at the Wednesday afternoon session when a 
paper on physiology will be read by a member of 
the staff of St. Louis University School of Medi- 
cine, St. Louis, Missouri. 


Slides showing “Anesthesia in Peri-Oral Endo- 
scopy and Laryngeal Surgery” will be shown by 
Miss Rowena Kling, Hotel Dieu, New Orleans, 
Louisiana. The title of the paper to be presented 
by Dr. Frank Bradley, superintendent, Barnes 


Hospital, St. Louis, will be announced later. Miss 
Thora Plummer, Fort McPherson, Georgia will 
speak on “The Army Nurse Anesthetist,” a timely 
subject of particular interest to everyone. 


Great plans are being made for the banquet 
which will be on Wednesday night—the — 
to be announced later. 


On Thursday morning, October 15, there will be 
a visit to the clinics, followed by the instructors’ 
session with Mrs. Gertrude L. Fife, Chairman, 
Committee on Education, presiding. The Business 
Session in the afternoon will be under the direc- 
tion of Miss Helen Lamb, President of the Associ- 
ation. 
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Important 


For delivery of hospital materials after July 31, symbol numbers must 
be placed on contracts and purchase orders for more than $15. under 


three classifications covering hospital use. 


Under a new allocation program designated as the “end use classification system” the War Production 
Board, through Priorities Regulation No. 10, has put into effect the following program for obtaining 


materials and equipment for hospital operation. 


Three different classification numbers are used by hospitals to obtain materials, and end 
use symbol numbers must be used on all orders calling for delivery of such materials after 
July 31, 1942, regardless of when such orders are placed. 


End use symbols must be placed on all contracts and purchase orders for $15. or more 
under these three classifications covering hospital use: 


1 For hospital and doctors’ supplies, drugs and medicines, dental equipment, surgical instru- 


ments, x-ray equipment, toilet preparations, soap, etc., 


following end use symbol—DP 12.20. 


purchase orders should carry the 


2 For operating supplies and building repair and maintenance, including such products as 
plumbing and heating supplies, electrical wiring, ornamental grill work, door and window 
sash, small tools, cordage and twine, electric light bulbs, etc., should carry the end use sym- 


bol—DP 22.00. 


3 For construction of all new buildings,.and including such items as elevators, escalators, 
plumbing and heating systems, wiring, incinerators, air conditioning systems, and others, 
which are actually attached to and form a part of the building, should carry the end use 


symbol—DP 21.90. 


It is essential that these symbols be placed on all contracts and purchase orders. Without 
them the manufacturer or supplier is not permitted to make delivery of the items ordered. 
No “end use symbol” is necessary if the purchase is for $15. or less. 


The new regulation is supplemental to the previous priorities system. Hospitals still operate under 


A-10 and use P-100 and P-29. 
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Nursing Costs 


SISTER MARIE BERNARD 


E ARE FULLY aware of the seriousness of 
W/ critical situation due to the shortage 


of nurses, and realize that the whole . 


nursing profession is automatically involved in 
the National Defense Program. Every hospital in 
the country is studying the situation, trying to 
anticipate the demands and preparing tentative 
plans for meeting the emergency. The number of 
nurses is quite inadequate. It is hoped that the 
enrollment in schools of nursing may be increased 
thirty per cent this year, but even then the supply 
will not be sufficient. 


The National Defense Program is taking the best 
qualified and most physically fit nurses, but to the 
patient this will not excuse anything he considers 
inferior in nursing care. The hospitals can meet 
the problem of shortage of nurses, in part, through 
the training of large numbers of paid or voluntary 
subsidiary workers. These are being trained now 
by the hospitals, Red Cross, and other agencies. 
The training program for the nurses aides is de- 
signed to supply the registered nurses with in- 
telligent assistants, who can work under their 
direction. 


Last year the ground work was laid for the 
training of 100,000 volunteer nurses aides by the 
Red Cross; now this number has been raised to 
675,000 according to Colonel Flicke, superintend- 
ent of the Army Nurse Corps. It was seen that it 
was impossible to prepare sufficient nurses to meet 
our expanding needs, since, as you know, the 
nursing program requires three years for the 
diploma course, and five years for a degree in 
nursing. Now that. everyone is taking a more 
serious view of the war, and the responsibility 
of wartime service, these groups can be given 
three months hospital training, and in this way 


will become a great service to the civilian popu- - 


lation. Three months of training is really super- 
ficial, but we do not expect to train these young 
women to work independently, their function is 
merely to act as assistants to the registered nurse. 


ienicsccmitly 


Presented before the American Hospital Association Institute 
of Accounting, Bloomington, Indiana. 
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@ Sister Marie Bernard is on the Staff of 
Provincial House—Sisters of Mercy, Detroit, 
Michigan. 








These nurses aides may save the day in many 
institutions as they have in Great Britain, where 
there are four aides to one registered nurse. We 
may come to this if the war lasts long. 


The nursing shortage, according to Surgeon 
General Thomas Parran of the United States Pub- 
lic Health Service, has reached alarming propor- 
tions. Nursing schools like all other educational 
and health institutions are assisting in every possi- 
ble way the general program for National De- 
fense. Last year the United States Public Health 
Service appropriated $1,850,000 for nursing educa- 
tion; for preparation of student nurses; for pro- 
viding postgraduate courses, and for refresher 
courses for nurses who have been inactive. Efforts 
are being made to bring 20,000 inactive nurses 
back into service. This year the National Nursing 
Council for War Service has recommended an ap- 
propriation of $4,000,000. for nursing education 
for the fiscal year beginning July 1, 1942. There 
is also an increased need for qualified personnel 
for supervising and training auxiliary nursing 
service. The curtailment of private duty nursing 
where the regular floor nursing or group nursing 
would suffice is recommended. Public health 
nurses should remain at their posts even though 
their patriotic impulse is to volunteer for military 
duty. Their services will be needed not only for 
control of communicable diseases and general 
health work, but also in emergencies that may 
arise. 


The Surgeon General has made the announce- 
ment that 50,000 nurses are needed for the armed 
forces—18,000 are now in the service of the Gov- 
ernment. It will be impossible to furnish this 
large number of highly trained nurses without 
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enlarging the enrollment of existing schools of 
nursing. An effort should be made and is being 
made to encourage college graduates to enter the 
nursing field. Schools of nursing allow advanced 
credit to students with college degrees; in this 
manner many nurses would become available for 
service at an earlier date. In any event, when the 
course is shortened the standards of education 
should be kept high. The nursing profession views 
with alarm any trends which would attempt to 
accelerate nursing education through precipitated 
and inadequate educational programs. In the 
United States the torch of knowledge burns 
brightly, and we must keep it bright by diligently 
imparting as much knowledge as possible to 
others. 


It is clear that we shall have to do without a 
great many luxuries for the duration of the war, 
and furthermore that a great many comforts will 
have to be rationed and shared. The demands for 
special nursing must be reduced sharply. These 
young women should take their place on the per- 
manent pay roll and distribute their efforts over 
larger numbers. We need many kindly and in- 
telligent hands for the bedside care of the sick, 
and these are obtainable if we can work out a 
plan at the conference table. 


Our Hospitals As Health Centers 


With the present stated objective of 10,000,000 
men in the armed forces, which may, as we go on 
in the war, be increased, the drain upon our medi- 
cal resources is going to be terrific. We have never 
experienced anything like it in the history of the 
nation. The physicians who remain to take care 
of the civilians must make every hour as produc- 
tive as possible. Unquestionably this will mean a 
greater concentration of medical practice in the 
hospitals. The physicians will wish to have all 
seriously ill patients hospitalized if possible. With 
so few physicians in each community it will be 
important to keep them close to the hospitals. Ar- 
rangements should be made for them to see their 
private ambulatory patients in the hospital. This 
will conserve time and also keep the physician 
available as emergencies arise in the care of his 
own and other hospitalized patients. 


The shortage of pathologists, radiologists, x-ray 
and laboratory technicians will make it even more 
important that private ambulatory patients come 
to the hospital for service in these fields. There 
will probably be a great increase in hospital facili- 
ties and an expansion of hospital functions. 


There are 180,000 doctors in the United States; 
of these 55,000 are over 55 years old, 60,000 are 
between 45 and 55 years, and 65,000 are under 45 
years and available for service. Between 6 and 
6.5 physicians are required for 1000 military per- 
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sonnel or 24,000 physicians for an army of 4,000,000 
men. 


With the armed forces requiring so many med- 
ical officers per thousand men, the remaining 
physicians will find it necessary to delegate an 
increasing number of professional procedures to 
the nursing profession. Nurse specialties may be- 
come an accepted part of professional routine. This 
again will impose an increasing load on the nurs- 
ing department, with the result that a revision 
of nursing procedures will take place. 


With 10,000,000 persons now carrying hospital 
insurance, and with the still greater activity pre- 
dicted by E. A. Steenwyck, executive director of 
Associated Hospital Service of Philadelphia, in the 
event that the Government is able to put through 
its hospitalization benefits to be added to the Fed- 
eral Security Program, and its plans for an army 
of 10,000,000, a gigantic task will present itself; 
namely, the supplying of nursing service for the 
civilian and military forces. 


The National Nursing survey shows that there 
are 100,000 nurses under 45 years of age, many of 
whom have physical and educational qualifications 
needed for enrollment in the Red Cross Nursing 
Service. It is possible that every second nurse of 
this 100,000 may soon be needed for military 
service. 


The American Medical Association through its 
Council on Medical Education has rendered a 
notable service in compiling and publishing its 
1941 survey in hospital service in the United 
States, showing the following data: 


6358 registered hospitals with an enrollment 
of 91,457 student nurses 


1,384,381 hospital beds 
66,163 bassinets 


11,596,188 patients admitted to hospitals in 
1941 


I wish to mention at this time the rank of the 
registered nurse in the Army. The rank of Colonel 
is given to the head of the Army Nurse Corps, the 
rank of Major is given in other divisions, the rank 
of First Lieutenant to the head nurse in the Army 
hospitals, and the rank of Second Lieutenant to 
the assistants to the head nurse in the Army 
hospitals. 


Nursing Costs 


After outlining briefly the present shortage of 
nurses, and the manner in which hospitals are 
trying to solve the problem, I shall now attempt 
to discuss nursing education and nursing service 
costs. 


The subject of nursing costs is not new. Abun- 
dant historical evidence exists, to show that the 
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method of providing nursing care for patients, and 
the cost of the particular method employed have 
occupied the minds of hospital administrators over 
many years. 


Early in the century the cost idea assumed con- 
crete expression. In 1911 Annie W. Goodrich, who 
later became Dean of the Nursing School at Yale 
University, New Haven, Connecticut, reported 
that the yearly cost of the student in the hospital 
was $1000, that of the graduate nurse $2000. 
Then there followed a series of reports on costs 
by hospitals in all sections of the country, and, 
contradictory as it may sound, the chief similarity 
of these reports was the way in which the findings 
differed. The annual cost per student ranged from 
$459. to $1285.; the annual cost per graduate nurse 
from $1488. to $2000. Some hospitals reported that 
they lost, and others that they saved large amounts 
of money in operating a nursing school to provide 
their nursing service. It was difficult to reconcile 
the conflicting findings, and the inevitable effect 
upon a thoughtful reader was confusion. This very 
briefly sketches the events leading to the study 
in nursing costs for nursing education and nursing 
service. 


Up to the present time, hospitals have largely 
accepted the responsibility for providing funds for 
nursing education as well as nursing service to 
patients. To hospital administrators and to hospital 
trustees, nursing costs are therefore of paramont 
interest and importance. To the members of the 
nursing profession costs also have significance, 
since the realization of principles, and the attain- 


ment of standards are in direct proportion to the 


adequacy of the available resources. 


The National League of Nursing Education, 
which is the National Organization for controlling 
accreditation of schools of nursing, and the Amer- 
ican Hospital Association made a study in 1940 
of nursing costs. I will quote from this study much 
of my discussion. The purpose of the study was to 
arrive at some figures that could be used as a 
norm or measure for evaluating the quality and 
comparing the costs of those factors that make 
up a nursing service, and that directly affect the 
educational program. The accounting classification 
should be concerned with a study of hospital ac- 
counting methods, the selection of cost concepts 
appropriate to the problem, and the development 
of an accounting procedure that would facilitate 
cost analysis of nursing service and nursing edu- 
cation as separate entities. 


Many hospitals are at present performing joint- 
ly two functions; caring for the sick, and offering 
a formal program in nursing education. There are 
1325 of the 6358 hospitals listed in the register of 
the American Medical Association conducting 
schools of nursing. Many hospital schools of nurs- 
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ing are today becoming affiliated with local col- 
leges and universities, the students receiving their 
theoretical instruction at the college or university 
and their clinical experience at the hospital. 


It is possible for hospitais without maintaining 
nursing education programs to care for the sick, 
by utilizing the services of graduate nurses, but 
schools of nursing cannot attain their objective 
without the facilities provided by hospitals. Hos- 
pitals incur expenses for educating students and 
for providing nursing service. In return for edu- 
cational expenses, the hospital receives nursing 
service from the students. In order that accurate 
costs may be ascertained it is necessary to deter- 
mine: 


1 The expenses incurred solely for nursing 
service 


2 The expenses incurred solely for nursing 
education 


3 The financial value to the hospital of the 
service rendered by students 


All institutions planning cost studies should 
analyze the activities of the personnel contribut- 
ing both to nursing service and nursing education, 
especially of those groups which are composed 
of large numbers of nursing personnel. The find- 
ings of this analysis should provide the basis for 
expense allocation to nursing education and nurs- 
ing service. The cost of nursing service and nurs- 
ing education are influenced by a number of differ- 
ent factors. Some of these factors are within the 
control and some are outside the control of the 
administration. The costs of one institution should 
not be compared with those in another, unless 
there is a full knowledge of the conditions exist- 
ing in each institution. Among the factors that 
significantly affect nursing costs are bedside hours, 
salaries and hours of work. The patient cost of 
bedside nursing is not comparable in different 
hospitals or in the same hospitals during different 
periods unless the per patient bedside hours are 
known to be the same. It is correct, however, to 
compare nursing costs on an hourly basis. For 
example: 


In Hospital A during January the total bedside 
nursing hours provided is 10,000 at a cost of 
$10,000. and the total patient days of 2500. Upon 
the basis of these data the cost per nursing hour 
is $1. and the cost per nursing patient day is $4. 


During the month of February the bedside nurs- 
ing hours are 10,000 at the cost of $10,000, but the 
patient days increase from 2500 to 4000. The cost 
per nursing hour remains the same, but the cost 
per nursing patient day has dropped to $2.50. The 
reason for this decline is that the per patient 
nursing hours have decreased from four to 2.5. 
Obviously,.for that hospital to compare its nursing 
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costs during these months on a patient day basis 
would be misleading without an explanation of 
the cause of the difference. 


The procedure for determining nursing service 
and nursing education costs depends upon the 
assumption that the proper portion of expense has 
been charged to the current period. The task then 
is one of assigning and classifying the expenses, 
so that the cost units will be available; it may refer 
to an hour of nursing service, a pound of steam 
or a meal. The expenses pertaining to nursing 
costs can be classified around the following cost 
centers: 


1 Those which pertain specifically to nursing 
service as: 
Salaries of personnel administering and 
supervising nursing service 
Personnel supplies—Uniforms for orderlies, 
ward helpers, laundry 


Health service 
Travel, miscellaneous 

2 Those which pertain to nursing education as: 
Salaries of instructors 


Non-teaching personnel as librarian, office 
personnel 


Class room expenses—charts, models, speci- 
mens, etc. 


Library—books, magazines, reference books 


School office supplies—stationery, postage, 
telephone 


Health service 


Student personnel supplies— text books, 
uniforms 


Entertainment and recreation, graduation 


3 Those which pertain to personnel function- 
ing in both nursing service and nursing edu- 
cation. 


Director of nursing and principal of school 
Assistant director and principal 


Supervisors, head nurses and clerical work- 
ers of which 36 per cent has been estimated 
for nursing education and 64 per cent for 
nursing service 


In addition to expenses that can be associated 
directly with either or both nursing service and 
nursing education, indirect expenses must be de- 
termined. These indirect expenses can be allocated 
by work sheet procedures. The act of allocating 
these expenses is accomplished through finding 
some appropriate base. In allocating the indirect 
expenses of heating for example, it can be argued 
that the appropriate base is cubic feet of the vol- 
ume; another base may be square feet of floor 
area. The problem of a proper base is so important 
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that I will discuss separately each item of indirect 
expense which is allocated to nursing service and 
nursing education. It must also be remembered 
that several bases can be used for the allocation 
of each expense. 


Administration: The allocation of administration 
presents one of the most perplexing problems. 
One basis of allocation is departmental pay- 
roll, in others departmental expenses can be 
used. 


Dietary: Basis of apportionment should be on 
the number of meals served. 


Laundry: Basis of poundage may be used. 


Plant Operation: Heat, power, light and water 
—On a basis of square feet of floor area or 
cubic feet of volume may be used. The area 
may be determined from the blue prints. 


Maintenance and Repair: The requisition method 
may be used, or the square feet of floor area. 


Depreciation of Buildings and Equipment: De- 
preciation of fixed assets should be calculated 
on original cost as: 


Building 40 to 50 years............ 2 per cent 
Furnishings 45 years.......... 6.66 per cent 
Equipment 10 years.............. 10 per cent 


In the study of fourteen hospitals made by the 
National League of Nursing Education and the 
American Hospital Association it was revealed 
that the hours of all students are 70 per cent as 
effective as graduate nursing hours, or the hours 
of all students gives the same amount of service 
in one hour as a graduate nurse gives in 42 min- 
utes, a ratio of one graduate nurse to 1.4 students. 
A third year student hours are 87 per cent as 
effective as graduate hours, a first year student 
hours are 44 per cent as effective as graduate 
hours, a second year student hours are 71 per cent 
as effective as graduate hours. 


The significance of the findings for third year, 
second year, and first year students has more than 
an academic interest. Hospital and nursing ad- 
ministrators have thought rather naturally that 
the value of student service increases progressive- 
ly as the student advances in the school. As a re- 
sult of this thinking increasing values have been 
placed upon the first year student as 25 cents per 
hour, the second year students 35 cents per hour, 
and the third year students 45 cents per hour. 


Through this study a medium was arrived at 
for the total bedside time requirements for the 
different services, in hospitals, which are as fol- 
lows: 


Medical—Ward and semi-private 3.5 average 
bedside hours provided per patient for 24 
hours. 
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Surgical—Ward and semi-private 3.3 average 
bedside hours provided per patient for 24 
hours. 


Medical and Surgical—Private 5.5 average bed- 
side hours provided per patient for 24 hours. 


Obstetrical—Ward and semi-private 4.2 average 
bedside hours provided per patient for 24 
hours. 


Obstetrical—Private 6.5 average bedside hours 
provided per patient for 24 hours. 


Newborn—2.3 average bedside hours provided 
per patient for 24 hours. 


Pediatric—Ward 4.4 average bedside hours pro- 
vided per patient for 24 hours. 


Pediatric—Infant 5.5 average bedside hours pro- 
vided per patient for 24 hours. 


Pediatric—Older patients 4.3 average bedside 
hours provided per patient for 24 hours. 


Communicable disease—4.7 average bedside 
hours provided per patient for 24 hours. 


The study also revealed that the annual gross 
value of service rendered per student nurse has 
been figured at $745. per year, and the annual ex- 
pense per student to the hospital as $650., an an- 
nual net contribution per student to the hospital 
of $95. The annual expenses of the graduate nurse 
were $1315. and the cost per nursing hour was 
54 cents. This study was made in 1940. With the 
increase in salaries, and an increase in all hospital 
supplies, these figures will be increased consider- 
ably today. 


Hospitals conducted by religious orders should 
assign for each administrative officer, executive or 
supervisor contributing her services an amount 
equal to the average for the category appropriate 


to her preparation and conditions of service. These 
contributed services should be considered in com- 
puting the financial data concerning hospital costs 
and nursing education costs. When the credits are 
made to the “Donated Services” account, corres- 
ponding debits should be made to the “Salaries” 
subdivisions of the various departmental expense 
accounts. By doing this, costs in hospitals conduct- 
ed by religious orders will be comparable to other 
voluntary hospitals. 


It has been stated at various points in this dis- 
cussion that nursing service and nursing education 
are separate entities. As such, they are subject 
to the same accounting principles and methods as 
are other economic enterprises. However, the form 
that these activities take, and their close inter- 
relationship, nursing education, in so far as prac- 
tice is concerned, is a segment of nursing service 
and special accounting problems must be dealt 
with and solved for satisfactory and reliable cost 
analysis. The solution of these problems requires 
the application of valid principles in every step 
of the procedure. 


In closing I shall say, that nursing is a privileged 
profession, but let us not. forget its obligations 
balance its privileges. In times of stress as we now 
have, our professional obligation is to the civilian 
population and the military forces. Our profession 
has traditions, standards, and ideals to uphold, that 
have been built up in our democracy by careful 
thought and great effort over a period of years. 
It is a glorious thing to have a place in a great 
undertaking in which self is sacrificed in high 
purpose. The nurse has been honored with such 
a place, her name is in a great roll, the roll of 
opportunity to serve her country, pray God then, 
that in this crisis of the nations we nurses may 
not fail. 





Charlotte F. Landt 


Charlotte F. Landt, a leader in the field of hos- 
pital administration and nurse education, died 
July 4, at the age of 53 years. At the time of her 
death she was executive secretary of the Illinois 
State Nurses’ Association. 


She was graduated from Teachers’ College, Co- 
lumbia University, in 1935, and during her long 
and eventful career she served as director of 
the school of nursing and superintendent of nurses 
at Lutheran Memorial Hospital, Chicago; assistant 
director of the school of nursing and assistant su- 
perintendent of nurses at the University of Colo- 
rado Hospital, Denver; and assistant director of 
Cook County School of Nursing, Chicago. She also 
served as superintendent of Sherman Hospital, 
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Elgin, Illinois, and of the Natrona Memorial Hos- 
pital, Casper, Wyoming. 


Her understanding of and love for humanity and 
her fine qualities of gentleness characterized her 
service whether in the field of nurse education or 
of hospital administration. She was an able leader, 
an exceptionally gifted educator and a talented 
hospital administrator. 





Sister Mary Bernard 


Sister Mary Bernard, former superior and super- 
intendent of St. Rita’s Hospital, Lima, Ohio, died 
recently. Sister Bernard was superintendent of 
St. Rita’s Hospital from 1933 to 1938. 
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The Accreditation Program During Wartime 


N. W. FAXON, M.D. 


accrediting of schools of nursing was con- 

ceived by the National League of Nursing 
Education. After a somewhat extended series of 
conferences for the clarification of issues the plan 
was finally accepted by the American Hospital 
Association. A policy-forming committee was set 
up with representation from the National League 
of Nursing Education, the American Hospital As- 
sociation, American Nurses’ Association, the Asso- 
ciation of Collegiate Nursing Schools, National 
Organization for Public Health Nurses, American 
Medical Association, and American College of Sur- 
geons. The details of examining, evaluating, and 
accrediting the schools remain under the control 
‘of the National League, but these will be gov- 
erned by policies established by the policy- 
forming committee. 


The Methods of Evaluation 


The list of the Accredited Schools is intended to 
guide prospective students of nursing in choosing 
schools that would assure them of an education 
acceptable to the profession they seek to enter. 
The methods of evaluation were arrived at after 
careful examination of a group of fifty-one schools 
which were generally acknowledged as represen- 
tative and desirable schools. A plan was then 
evolved by which each school that applies will be 
judged according to the general level of accom- 
plishment of all schools. The standard measures of 
evaluation are considered reasonable and within 
the reach of any school worthy of being accred- 
ited. Besides acting as a guide to students it was 
felt that the establishment of such a plan and the 
preparation of a list of accredited schools would 
tend to improve schools in general. Although all 
of the 1300 nursing schools of the United States 
meet the requirements of the Licensing Boards of 
the states in which they are individually located, 
these requirements vary in a considerable degree. 
In many states the requirements are elementary. 
Graduates from schools in these states find them- 
selves unable to meet the requirements of Licens- 
ing Boards in other states. This chaotic condition 
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and the fact that requirements in so many states 
are so low are the main reasons for the estab- 
lishment of the Accrediting Program. The Accred- 
iting Program is intended to eliminate this unjust 
condition by improving schools and by guiding 
students in their choice of schools. The methods 
of evaluation set up are based upon quality of in- 
struction and other essentials and not upon the 
size of the school. 


Progress of the Work of Examination 


The work of examination began on March 6, 
1938. To date 118 of the schools that have applied 
have been surveyed and considered by the Com- 
mittee. Of that number 84 have been accredited 
and 28 have had action deferred or not accredited. 
More than 50 other schools have filed applications 
but have postponed the survey or have with- 
drawn their application after correspondence, 
when points of weakness had been noted. About 
30 applications are now on hand ready for con- 
sideration. 


Compared to the total number of 1300 schools 
in this country, this seems to be an inconsiderable 
number, but a start in the right direction has been 
made. It was recognized in the beginning that 
progress would be slow and that many years 
would pass before any large number of schools 
would appear on the list but it was felt that each 
year would see the list increased and the general 
excellence of nursing schools improved. There is 
no reason to doubt the soundness of the policies 
set forth, the desirability of the objectives set, nor 
the possibility of attaining them. 
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Adjusting the Accreditation Program to the 
War Period 


We are now faced with a national problem of 
war. Nursing schools, like other institutions, must 
adjust themselves to changed and changing cir- 
cumstances. The program of accrediting should go 
on but in a sensibly modified manner. 


At a meeting of the policy-forming committee, 
held in New York on April 18, 1942, it was 


VoteD: That this Committee recommend to 
the Board of Directors of the National League 
of Nursing Education that announcement be 
made through the American Journal of Nurs- 
ing and other publications that the League in 
its program of accreditation. will give special 
consideration to wartime conditions. 


This should not be interpreted to mean that the 
accepted plans of evaluation hitherto set down are 
to be abandoned but rather that the examiners 
and the Accrediting Committee should use intel- 
ligence and discretion in evaluating present condi- 
tions, recognizing that there will be a shortage of 
teachers and of equipment, that priorities on ma- 
terial will prevent physical improvements and 
that although it may be the desire of some schools 
to elevate their standing, conditions which they 
cannot control will prevent their carrying out 
these intentions. In other words, during this period 
the evaluation of intent, the estimate of the eco- 
nomic, social, and spiritual values of a school, 
must count more heavily than the material provi- 
sions. Later, renewed emphasis may properly be 
placed upon the physical provisions. 


Much criticism has been voiced during the past 
decade regarding the emphasis placed by nurses 
upon higher standards in teaching, increased re- 
quirements as regards academic degrees for teach- 
ers, stricter adherence to student entrance re- 
quirements; in short, a very definite trend towards 
collegiate standards for nursing schools, regardless 
of whether they are a part of or affiliated with a 
university, or hospital schools. 


James Russell Lowell once wrote, “There is no 
good arguing with the inevitable” and it seems to 





me that it is inevitable for nursing education to 
improve. The expansion of nursing service from 
its beginning of housekeeping and motherly care 
of the sick to the status of a profession, the de- 
mands for service and assistance made upon it by 
the medical profession, the entrance into new 
fields such as public health and industrial nursing, 
all show that it is inevitable that instruction must 
improve in order to safely provide such service. 


On the other hand, extremes should be avoided. 
It would be unwise to try to cast all schools in the 
same mould. Let there be university and collegiate 
schools but also let there be hospital or other types 
of schools. Let the advantages of each type be 
recognized and accredited. We cannot all be pro- 
fessors, nor do we all wish to be. It is not neces- 
sary that all nurses have collegiate degrees but 
it is undoubtedly desirable that some of them 
should. 


It should be the duty and the privilege of the 
policy-forming committee on accrediting to wisely 
steer a course between these two extremes—the 
extreme of no standard and no guidance on the 
one hand and the extreme of over emphasis on 
academic details on the other hand. 


If one reads the policies and principles enumer- 
ated in the “Essentials of a Good Nursing School” 
and if one studies the vote relating to the accredit- 
ing of nursing schools during the period of this 
war one will be impressed, I believe, with the fact 
that this Committee is alive to the importance of 
moderation. 


Let us hold fast then to that which is good; let 
us strive constantly to improve, recognizing that 
change alone is not improvement; let us test each 
step carefully but, conversely, let us not compla- 
cently accept existing conditions as final or as a 
final goal. Let our judgments and actions be gov- 
erned by moderation and toleration but let us con- 
stantly strive to improve. Let more nursing 
schools appear upon the accrediting list each year 
in order that students may be more wisely di- 
rected, that better schools may result and that in- 
telligent progress may be achieved. 





Wesley Memorial Hospital of Chicago 
Reopens Its School of Nursing 


Wesley Memorial Hospital, Chicago, Illinois, dis- 
continued its school of nursing in 1935 in coopera- 
tion with the program of the National League of 
Nursing Education which at that time suggested 
reducing the number of schools of nursing. 


The Wesley Memorial School was first organized 
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in 1888 and grew in importance for the next 47 
years. It graduated more than 1000 nurses. Seven 
years after the school of nursing was discontinued, 
Wesley Memorial Hospital wisely decided to re- 
establish it. The school will be under the direction 
of Bertha L. Knapp who went to Wesley Hospital 
as the school’s director in the fall of 1908. 
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Price Trend of Hospital Commodities 
McGILL COMMODITY SERVICE, INC., AUBURNDALE, MASSACHUSETTS 


Sponsored by the Committee on Purchasing of the Council on Administrative Practice 





MONTHLY INDICES FOR HOSPITALS 
(1926 — 100) 


July July 





July July July July Jan. June July 
1938 1939 1940 1941 1942 1942 1942 


86.1 70.1 65.9 69.5 85.6 92.5 97.1 97.8 


83.1 71.5 72.0 76.1 89.1 92.4 93.9 94.8 

75.5 56.1 54.9 59.0 75.1 87.9 88.0 89.6 
103.2 78.9 61.7 64.3 91.6 W016 - 119.2 119.5 

110.8 85.9 96.6 103.2 130.6 132.4 137.6* 138.2* 
105.2 71.7 85.8 98.2 152.8 173.5. 193.9* 195.0* 
89.4 75.0 72.8 76.2 95:3- 107.6 i127 .112.8* 
102.8 100.9 98.6 100.5 105.3 112.0 115.9% 116.0* 
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there will be no halt in the expansion of our 

army until the eight-to-ten-million-men mark 
is reached. This inevitably means that labor power 
is constantly being drawn off and unemployment 
today for all practical purposes is at the irreduc- 
ible minimum. Women played a vital role in in- 
dustry during World War I, and this will be the 
case in World War II. There are millions of women 
now in homes and offices who, a year hence, will 
be turning out war goods. Unfortunately, this 
transition will not unfold fast enough on a volun- 
tary basis, and, therefore, by the turn of the year 
compulsion to channel labor into the war indus- 
tries will unquestionably prevail. The War Man- 
power Commission is now actively engaged in 
formulating a practical plan which will be based 
on the occupational questionnaires which are now 
on file at the United States Employment Service 
Bureau. Our guess is that the Employment Service 
will use mild methods to persuade individuals to 
transfer to essential occupations, but it is a fore- 
gone conclusion that those who refuse will be 
under considerable pressure. The usual procedure 
under such conditions is to abolish any deferment 
on occupational grounds. The main point to keep 
in mind is that the labor mobilization plan is rap- 
idly developing, but as it is a delicate instrument 
from a public point of view, the inauguration of 
action will come slowly and not rapidly. 


Rite. of the seriousness of the war situation, 


Another plan under consideration is to curtail 
production of civilian goods in certain lines in or- 
der to release labor for war plants. This is devel- 
oping swiftly because a labor shortage is definitely 
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in sight. The paper industry has been cited as an 
illustration since a lower rate of activity would 
release men, not only in the mills, but at logging 
camps. Furniture is another industry under cur- 
tailment consideration, and it is a certainty that 
others will be involved. Keep in mind that despite 
the rules and regulations now in force there is 
bound to be a constant labor turnover reflecting 
the fact that there are no definite ceilings on wage 
rates, and today wage variations are quite con- 
spicuous. One answer to the problem is the im- 
mediate hiring and training of women to take up 
the slack as our army and navy increase and as 
production of war goods surges ahead to new 
peaks. The shortage of labor in the agricultural 
districts will be particularly pronounced this year 
and even more difficult in 1943. Meanwhile, the 
only drug on the market in the unemployed group 
will be the so-called white collar man who is 
bound to take it on the chin for the duration. 


Due solely to the fact that important elections 
are on the docket this fall, our war effort is being 
seriously handicapped by political forces. We are 
by no means alarmists, but we know from ex- 
perience and from study of economic correlations 
that the leaks in the dikes built up to stabilize 
wage rates, the cost of living, and commodity 
prices are so big and powerful that the foundation 
appears destined to give way. There is absolutely 
no point under the guise of patriotism in fooling 
ourselves and ignoring the obvious facts. The gen- 
eral plan is to delay important decisions pertain- 
ing to taxation and the stabilization of farm prices 
as well as wage rates until after elections are over, 
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and by that time it is likely to be a bit late to lock 
the stable door. Only three months ago the Presi- 
dent outlined a seven-point economic program, 
and it was generally understood at that time that 
the success of the plan necessitated complete coop- 
eration on every point. Within the course of the 
past few weeks, higher wage rates under the lead- 
ership of the four “Little Steel” companies have 
met with the approval of the War Labor Board 
and this is a definite indication that the trend of 
wage rates throughout the country will continue 
upward. Practically a month after the establish- 
ment of price ceilings on all commodities, OPA 
has deemed it advisable to revise ceiling prices up- 
ward in several items. This is a definite straw that 
indicates which way the wind is blowing. The 
truth of the matter is that producing costs are not 
stabilized, and the time is not far distant when 
price revisions upward will be of widespread pro- 
portions. The vicious cycle which leads to infla- 
tionary characteristics is still functioning, and to 
claim that the inflationary threat has been revived 
is by no means an exaggeration. 


The records speak for themselves. Wage rates 
are moving slowly yet steadily upward. Transpor- 
tation costs will average higher from a longer- 
range standpoint. The Farm Bloc is strenuously 
opposed to sales of farm products at below full 
parity, in fact, is striking hard for 100 per cent of 
parity levels. The mere fact that there is an ab- 
sence of ceilings on farm products is sufficient 
basis for assuming that the cost of living cannot 
be stabilized under the present program and will 
follow in the wake of rising costs and higher com- 
modity prices in general..The price control plan 
will face its first real crisis by the fourth quarter 
of this year. We are convinced that inflation has 
started, and history proves that once inflation 
starts it cannot be stopped. Furthermore, in view 
of the amount of money that will be required in 
taxes to meet the cost of this war, there appears 
to be no alternative on the part of governmental 
policies other than to row with, rather than 
against, the tide. 


Drugs and Chemicals 


The drug and chemical situation is character- 
ized by a high volume of demand which will not 
be subject to any contraction for many months to 
come. Meanwhile, stocks are limited and there can 
be no escape from an even tighter statistical posi- 
tion by the closing months of the year. Keep in 
mind that it will be necessary under the lend-lease 
act to send more and more chemicals and drugs to 
the United Nations. 


Paper Products 


Production of all types of paper, which reached 
new records during the first quarter of the year, 
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has dropped sharply over a period of weeks, and 
is now operating around 86 per cent of capacity 
compared with 99 per cent a year ago and 93 per 
cent in 1940. There are rumors that paper produc- 
tion will be deliberately curbed in order to release 
labor in logging camps and mills to war plants. 
Fundamentally, the underlying status of the paper 
situation is not as critical as surface factors indi- 
cate. There is no longer any incentive to continue 
the waste paper accumulation campaign. Prop- 
aganda to conserve paper is on the wane. Re- 
flecting record-breaking industrial activity, em- 
ployment and purchasing power, the per capita 
consumption of paper will not chronicle any nose 
dive from current levels. The problem is to adjust 
output to the rate of consumption, and this is 
exactly what is being done at the present time. 
Restrictions on inventories have been lifted, and 
by the end of the third quarter the readjustment 
in the paper industry will run its course. 


Cotton Goods 


A cotton crop close to 12,000,000 bales is now 
indicated, which compares with a yield in 1941 
of 10,744,000 bales. This does not appear exorbitant 
in terms of consumption, which for the season end- 
ing July 31 will be over 11,100,000 bales. Based on 
a projection of underlying trends, consumption 
during the 1942-43 season will be close to the 
12,000,000-bale mark. However, there is no danger 
of any shortage. The carryover will be at least 
10,870,000 bales, which added to the new crop 
would bring the aggregate to well over 22,000,000 
bales. In a word, the Government reserve stock- 
pile is of abnormal proportions. The main point 
to keep in mind is that Government requirements 
will steadily mount throughout the 1942-43 season. 
In addition, due to the uncertainties surrounding 
burlap, a larger percentage of producing capacity 
will be converted to the production of bagging ma- 
terial. When all factors are considered, the stage 
appears set for an aggregate demand from all 
sources that will sustain producing operations 
close to capacity levels for many months to come. 


Fuels 


The supply status of bituminous has improved 
considerably during recent months, first, because 
industrial consumers have been active in building 
up large reserves, and second, because the output 
of the principal producing areas has been main- 
tained at close to record levels. The situation, 
however, is by no means entirely clarified. The 
problem of moving coal from mines to a number 
of distant areas is still complicated by the restric- 
tions on some types of transportation. Further- 
more, considerable conversion of oil-burning 
equipment to bituminous this year will be sub- 
stantially larger because of widespread substi- 
tution. 








{In regard to fuel oil, stocks as of late June 
throughout the country for residual fuel oil to- 
taled 77,304,000 barrels, a drop of 15 per cent from 
the total of 91,296,000 barrels held a year earlier. 
Supplies of gas oil and distillates total 32,851,000, 
a decline of 13 per cent from year-earlier figures. 
The price increase of 2 cents a gallon on some 
types of heating oils has resulted in increasing the 
movement of light oils to the curtailment area. 
Less than 10 per cent of petroleum products are 
now being shipped by tankers and because gaso- 
line at the present time is taking most of the avail- 
able tankcar space, the reserve supply of fuel oils 
is not being built up to the desired level. 


Gasoline rationing is closely tied up with rub- 
ber conservation. Recently the Government an- 
nounced that it may be necessary to requisition 
the tires on passenger cars in order to provide 
rubber for essential use. In the curtailment area 
the new rationing program goes into effect later 
this month. This program should iron out some of 
the difficulties which have occurred under the 
initial program, and in fact, should gear gasoline 
consumption to essential use and also provide 
transportation space for fuel oils which are urg- 
ently needed for the East Coast area. 


Groceries 


Due to the inauguration of the emergency price 
control bill, the Index of Groceries has moved on 
a horizontal course over a period of weeks. There 
is every assurance of adequate supplies of food- 
stuffs in general, but it is a decided question 
whether price stability can prevail for any length 
of time. We again mention the fact that the Con- 
gressional Farm Bloc is making every effort to 
boost prices and already it has been necessary to 


revise ceiling prices upward in several items. Out- 
standing from a food standpoint was the recent 
increase in the retail prices for the 1942 pack of 
canned and dried fruits by as much as 15 per cent. 
Price increases will be much more pronounced by 
the fourth quarter of the year. 


Dairy Products 


Record-breaking milk production which will 
prevail throughout the balance of the year assures 
a rate of butter production which will permit in- 
creased exports under the lend-lease program and 
also an increase in domestic consumption. Cold 
storage holdings stand sharply above the normal 
complement, but reserves are by no means bur- 
densome in terms of prospective consumption. 
After all, artificial forces predominate in the form 
of a minimum price and Government support. 


Production of cheese has forged ahead at a rapid 
pace, reflecting the abundant supply of milk. Cold 
storage holdings have expanded radically and the 
seasonal peak will not be reached for some 
months. As in the case of butter, stocks are not 
exorbitant in terms of prospective consumption, 
particularly as increasing supplies will be shipped 
abroad under the lend-lease program. 


The number of eggs produced during the first 
six months of this year surpassed all previous 
records. Output during the first four months alone 
was 18.7 billion eggs as compared with little more 
than 16 billion during the same period last year. 
Cold storage holdings stand well above average, 
and this is likewise true of frozen eggs. Offsetting 
this huge supply is the program to process eggs 
for lend-lease export. Domestic consumption has 
increased, reflecting widespread employment and 
record-breaking purchasing power. 
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Federal Legislation 


Appropriation of Five Million to 
Assist Students 


H.R. 7181 includes in its provisions an appropri- 
ation of five million dollars to assist students who 
participate in accelerated programs in engineering, 
physics, chemistry, medicine, dentistry and phar- 
macy, and whose technical or professional edu- 
cation can be completed within two years. 


The loan, which will be administered through 
the Commissioner of Education, has been passed 
by both the Houses and approved by the President. 
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Medical Administrative Corps 


House Bill 7242 as amended by the Senate pro- 
vides that in the time of war or national emer- 
gency any officer of the Administrative Corps 
commissioned in the Army, or any component 
thereof, may be appointed to higher temporary 
grade, not above the rank of colonel, without va- 
cating any appointment held by him at the time 
of such temporary appointment. This Bill has 
passed Congress and awaits the approval of the 
President. 
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Selection of Hospitals in Small Urban Areas ° 


JOSEPH W. MOUNTIN, M.D. AND ELLIOTT H. PENNELL 


discussion pro and con regarding the value of 

local hospitals for small communities. Pro- 
ponents for small community hospitals base their 
arguments on a presumed increase in the amount 
of hospital care which results therefrom, especial- 
ly for persons with limited means, and the value 
that these institutions are alleged to have in at- 
tracting physicians to such communities. Those 
who favor concentration of medical facilities in 
large centers of population contend that this 
scheme results in medical care which is of much 
higher order than that provided by local institu- 
tions. They further contend that the wealthier and 
better-informed persons tend to bypass their local 
facilities while the less fortunate must be satisfied 
with such care as is afforded by their community. 


Pais IN recent years there has been much 


Through a recent study’ of the illness experience 
of a large sample of the population of this country, 
the United States Public Health Service assembled 
data encompassing the amount and type of med- 
ical care, including hospitalization, which they 
received. Data representative of the smaller cities 
(less than 25,000 inhabitants) have been selected 
for the purpose of determining hospitalization 
practice. In the presentation of these data the com- 
munities are classified according to the amount 
and control types of hospital facilities available 
therein? and the patients are grouped on the basis 
of family income status and type of care involved 
—obstetrical, surgical, or general medical. The 
county is used synonymously with the community 
inasmuch as a number of hospitals are situated 
outside city limits. The outlying territory is spok- 
en of as adjacent or distant according to whether 





*Assistance in the preparation of these materials was furnished 
by the personnel of Work Projects Administration Official Project 
No. 712159-658/9999. 


‘The National Health Survey: Scope and method of a nation- 
Wide canvass of sickness in relation to its social and economic 
Setting. By George St. J. Perrott, Clark Tibbitts, and Rollo H. 
Britten. Pub. Health Rep., 54: 1663-1687 (September 15, 1939). 
(Reprint 2098). 

_ See also The National Health Survey: Receipt of medical serv- 
Ices in different urban population groups. By Rollo H. Britten. 
ag} Health Rep., 55: 2199-2224 (November 29, 1940). (Reprint 


*Determination of control type of hospital and bed capacity was 
based ce data published in the Hospital Number of the Journal 
of the American Medical Association, March 7, 1936. 
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or not it represents locations in counties contigu- 
ous to the study county or in counties further re- 
moved. 


Number of Patients per 1000 Inhabitants Who 
Were Hospitalized 


Among the 268,000 persons residing in the 37 
cities serving as the basis for this report, 10,540 or 
about 39 cases per 1000 persons surveyed were 
hospitalized during the study year. Of all hospital- 
ized cases 17 per cent are classified as obstetrical, 
55 per cent as surgical other than obstetrical, and 
the balance or 28 per cent are referred to as gen- 
eral medical. In the last-named group are included 
those cases cared for in mental and tuberculosis 
hospitals; these, however, represent such a very 
small fraction of all cases hospitalized during the 
year that they have not received separate consid- 
eration. 


Income Levels 


About one-half of all persons surveyed are mem- 
bers of families receiving low annual incomes of 
less than $1000, one-third are in families with 
intermediate incomes ranging from $1000 to $1999, 
and the family income for about one-sixth of the 
persons is at the relatively high level of $2000 or 
more. The gross figures for all cities reveal that 
hospitalization rates show marked increases with 
elevation of income status. While only 35 cases 
are hospitalized per 1000 low income persons, the 
rate is 42 at the intermediate, and 49 at the high 
income level. It is thus apparent that intermediate 
and high incomes in average small cities assure 20 
to 40 per cent more care to a given population 
unit than is obtained by a corresponding unit at 
the low income level. 
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Patient’s Selection of Hospitals 


More than two-thirds of the cases select hospi- 
tals in their own communities, 14 per cent utilize 
facilities located in counties adjacent to their coun- 
ty of residence, and about 18 per cent select hos- 
pitals at more distant locations. The distribution 
pattern varies with the type of care received. Only 
58 per cent of general medical cases are cared for 
in the community, while 26 per cent go to hospitals 
at distant locations. At the other extreme, 83 per 
cent of all obstetrical cases hospitalized receive 
care in the community and only 7 per cent travel 
to distant locations. In an intermediate position, 
69 per cent of surgical cases utilize community 
facilities and 16 per cent travel to locations one 
county or more removed from the community. 


Variation in income at the lower levels fails to 
affect the selection of hospitals at different loca- 
tions in any large way. Only in the income group 
$2000 and over is there any notable deviation from 
the all-income figures. At this high income level 
the fraction selecting hospitals in the community 
is somewhat below the average for all income 
groups, since nearly 23 per cent of these cases util- 
ize hospitals at distant locations as contrasted with 
only 18 per cent of all cases hospitalized. 


The majority of all cases (60 per cent) select 
nonprofit hospitals, about 20 per cent utilize facil- 
ities of proprietary control, 10 per cent are cared 
for in governmental hospitals, and 10 per cent ac- 
cept services in institutions that are not included 


in the list of registered hospitals. The cases hos- 
pitalized in the governmental, nonprofit, and pro- 
prietary hospitals show large differences in the 
fractions of cases drawn from the three income 
groups. Nearly two-thirds of the cases in govern- 
ment hospitals are from low income families, cases 
in nonprofit hospitals show 46 per cent in this 
category, and only 38 per cent of those in pro- 
prietary hospitals are drawn from the low income 
group. 

‘With the preceding discussion of data for all 
cities as a background, it is now proposed to pre- 
sent data to show how the frequency with which 
care is received and the distribution of cases by 
distance traveled are modified by variations in 
family income level within the study city and in 
the amount and control type of hospital facilities 
in the community. 


Variation in Economic Level in Study Cities 


Inspection of the data for individual cities at 
once reveals large variations in the fraction of 
the surveyed populations in the several income 
groups. While the average for all cities indicates 
that approximately 50 per cent of all persons sur- 
veyed were in families with annual incomes of 
$1000 or more, the proportion so classified in the 
several study cities varies from less than 20 to 
more than 80 per cent. When arrayed on the basis 
of this measure of relative wealth it is found in 
12 cities that the group represents less than 40 per 
cent of all persons surveyed, in 6 cities it is in the 
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Figure 1—Hospitalization rates in families with low, intermediate, and high annual 
incomes, for poor and for wealthy cities. 
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range from 40 to 49 per cent, in 13 cities it is 
between 50 and 59, while the fraction so classified 
is 60 per cent or more in 6 of the cities. For con- 
venience of presentation cities where less than 50 
per cent of the surveyed population were members 
of families with annual incomes of $1000 or more 
are referred to as poor cities while other cities 
are classified as wealthy. 


The variation in economic status of cities as 
revealed by this index is associated in a large way 
with the frequency with which hospital care is 
received, particularly at the low income level. 
As may be noted from the data presented in figure 
1, the gross hospitalization rate in poor cities is 
only 30 per 1000 persons surveyed as contrasted 
with a corresponding gross rate of 47 in wealthy 
cities. The differences are even more pronounced 
among low income persons. Low income in poor 
cities reflects an average rate of only 25. In 
wealthy cities, on the other hand, the correspond- 
ing rate of 50 indicates that low income persons 
residing therein receive care twice as frequently. 
This tendency, though less pronounced, is evident 
also for individuals at the intermediate income 
level (annual family income between $1000 and 
$1999). The hospitalization rate for individuals in 
families with high annual incomes of $2000 or 
more fails to respond to differences in city wealth 
in any consistent manner for the average city 
studied. The rate is relatively great in both city 
groups. 


It is thus apparent that factors associated with 
high income levels in cities are reflected by gross 
rates which greatly exceed those in poor cities. 
The influence of these factors is distinctly select- 
ive in character and affects particularly the fre- 
quency with which care is received at the low and 
intermediate income levels. In wealthy cities, low 
income persons receive care as frequently as do 
those in the highest income group whereas in poor 
cities they receive care only one-half as frequent- 
ly. At the intermediate income level the rate of 
35 cases hospitalized per 1000 persons surveyed in 
poor cities is midway between the rate of 25 for 
low and 48 for high income persons in poor cities, 
while in wealthy cities the rate of 45 for this group 
is slightly below that for the other two income 
groups. 


The influence of differences in economic levels 
of populations in individual study cities affects the 
hospitalization picture to such a large degree that 
the influence of differences in hospital facilities in 
the community can be effectively demonstrated 
only when this factor is held constant. Therefore, 
in the analyses which follow the cities are first 
classified as wealthy or poor according to whether 
more or less than 50 per cent of the surveyed popu- 
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lation residing therein is in families receiving 
annual incomes of $1000 or more. The cities in 
these two basic groups are then analyzed to de- 
termine the association between amount and con- 
trol types of hospital facilities and the frequency 
with which care is received. 


Amount of Hospital Facilities in the Community 


A measure of the amount of hospital facilities 
in the community is obtained by computing the 
ratio of beds in registered general hospitals to the 
population in the county where the study city is 
located. The existence of beds is indicated by a 
ratio expressed in terms of beds per 1000 persons. 
For comparative purposes, wealthy and poor cities 
are grouped into four categories (figure 2), those 
without hospital facilities, and those in commun- 
ities where hospital facilities represent, respective- 
ly, less than 2, 2 to 3.9, and 4 beds or more per 
1000 persons in the county. 

Among wealthy cities only 2 were without reg- 
istered facilities in the community, 3 were in com- 
munities with hospitals which represent less than 
2 beds per 1000, for 10 cities the community facili- 
ties represented 2 to 3.9 beds per 1000, while for 
4 cities the ratio of beds to population was 4 or 
more per 1000. Of the poor cities, on the other 
hand, 5 were in communities without registered 
hospital facilities, 6 were in communities with less 
than 2 beds per 1000, while for 7 there were 2 to 
3.9 beds per 1000. No poor city is located in a com- 
munity having 4 beds or more per 1000 population. 


The influence of increased facilities in the com- 
munity has no large effect upon the frequency 
with which care is received in poor cities. The 
gross rate is consistently low regardless of the ex- 
tent of facilities in the community, varying only 
from 29 to 30 cases per 1000 persons surveyed. In 
low income families the rates are consistently be- 
low the gross rate in these cities. Persons in the 
intermediate income group receive care more gen- 
erously than do those in the lowest income classi- 
fication, but the rate is not modified by differences 
in the community facilities. At the income level of 
$2000 or more, the rates are higher than for either 
of the other two income groups and only at this 
income level are increased facilities associated 
with increased rates. For the relatively small 
number of high income persons in these poor 
cities, 40 cases per 1000 are hospitalized where 
there are no facilities in the community, and this 
rate is increased to 44 and 54 respectively where 
there are hospital facilities representing less than 
2 beds and 2 beds or more per 1000 persons in the 
community. 


In wealthy cities increased facilities in the com- 
munity are associated with elevated hospitaliza- 
tion rates. With but a slight deviation from this 
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Figure 2—Hospitalization rates in families with low, intermediate, and high annual 
incomes, for poor and for wealthy cities having different numbers of beds in 
registered general hospitals per 1,000 population in the community. 


trend, the gross rate of 39 cases per 1000 for cities 
without hospital facilities in the community is 
increased to 59 for cities where there are 4 beds or 
more per 1000 persons in the community. In an 
even more pronounced and regular way the rates 
for low income persons are elevated from 40 to 
63. Only for persons in the income group $2000 or 
more do the rates fail to reflect such increases. 
At this income level the rates are relatively high 
but the deviations between the groups of cities 
are not associated with variations in the amount 
of facilities in the community. 


The findings give evidence that in the poor cities 
increase of facilities in the community fail to make 
hospital care more generously available to any but 
the most well-to-do element of the population. In 
wealthy cities, on the other hand, the reverse is 
true, the frequency with which care is received 
being greatly boosted at the low income level by 
increases in facilities whereas for the highest in- 
come group such increases had no consistent in- 
fluence. 


Studies of hospital finance** reveal that hospi- 
tals located in small counties and especially those 
existing singly tend to have similar financial struc- 
ture regardless of control type, and that such hos- 
pitals depend to a large degree upon fees from 





‘Business census of hospitals, 1935: General report. By Elliott H. 
Pennell, Joseph W. Mountin, and Kay Pearson. Supplement No. 
154 to the Pub. Health Rep. 

‘Hospitals existing singly in counties have similar financial 
structure. By Joseph W. Mountin, Elliott H. Pennell, and Kay 
Pearson. Pub. Health Rep., Vol. 5, No. 11, March 14, 1941. 


58 


patients to meet their operating budgets. Such a 
situation would suggest that small community 
hospitals can serve more adequately all elements 
of the population when the proportion in the high- 
er income groups is large enough to provide suffi- 
cient pay patients to assure full utilization of the 
hospital, and when reasonable provision is made 
for the extension of care to persons who are un- 
able to pay the complete cost of service. 


Control Type of Hospital in the Community 


The data presented in figure 3 for cities in com- 
munities having one or more registered hospitals 
indicate that care is received less generously by 
persons residing in poor than by those in wealthy 
cities regardless of control type of hospitals in the 
county. When family incomes are less than $1000 
the differences are particularly pronounced, the 
rates in poor cities being only one-half to two- 
thirds as great as those in wealthy cities. 


In poor cities, regardless of control type of 
hospitals in the county, low income persons re- 
ceive care less frequently than do those in any 
other income group, those in families with inter- 
mediate incomes of $1000 to $1999 receive care 
somewhat more generously, and rates are consid- 
erably elevated for persons at the high income 
level. Differences in the control type of hospitals 
in the community fail to effect any consistent mod- 
ification of hospitalization rates. 


In contrast to the findings for poor cities, the 


HOSPITALS 

















control type of hospital in the community modifies 
greatly the hospitalization picture in wealthy 
cities. The lowest gross rate (43) is recorded in 
cities where facilities are limited to those of pro- 
prietary control. Limitation of community facili- 
ties to nonprofit hospitals results in slightly more 
generous receipt of care as reflected in a rate of 
46 hospitalized cases per 1000 persons surveyed. 
Where there are combinations of 2 or more control 
types of hospitals the rate is elevated to 54. The 
influence of generally high income in these 
wealthy cities is most greatly reflected in the rates 
for low income persons. Where facilities are limit- 
ed to those of proprietary control the rates vary 
from 41 cases hospitalized per 1000 persons at the 
low income level to 55 cases for high income per- 
sons. Limitation of hospitals to nonprofit control 
results in rates of 50, 42, and 46, respectively, for 
persons at the low, intermediate, and high income 
levels, whereas combinations of control types re- 
flect corresponding rates of 60, 51, and 52. It is 
thus apparent that the presence of nonprofit hos- 
pitals or combinations of 2 or more control types 
reflect highest rates for low income persons. 


The extent of facilities in adjoining areas was 
investigated to’ determine the possible tendency 
for such facilities to supersede or supplement com- 
munity facilities. For this purpose the beds per 
1000 persons in registered general hospitals in the 
broad area including the study county and all 
counties adjacent thereto is used as an index to 





the extent of accessible facilities. Where this index 
is less than 3 beds per 1000 population the facili- 
ties are referred to as limited, whereas generous 
facilities describe those equivalent to 3 beds or 
more per 1000. 


In the instance of only 4 of the 19 wealthy cities 
are the facilities in adjoining counties classified as 
limited, whereas all but 3 of the 18 poor cities are 
so located. Extensive facilities in adjoining areas 
fail to affect materially the hospitalization rates 
in wealthy cities. Low income residents of the 3 
poor cities so located, however, fare much more 
generously in hospitalized cases than do those in 
other poor cities. This is also true, to a somewhat 
lesser degree, for persons in families reporting in- 
comes of $1000 to $1999. 


Location of Hospitals Where Care Was Received 


The preceding discussion points out that oppor- 
tunities for hospital care in and about poor cities 
are such that persons in low income families ob- 
tain such care much less frequently than do those 
in the higher income groups. Generally, these 
cities are so located that facilities in adjoining 
counties are limited in amount. In wealthy cities, 
on the other hand, the hospitalization rates at the 
three income levels are more nearly equal. The 
majority of these wealthy cities are located in 
counties where hospital development in adjoining 
areas is relatively great. 


Investigation of data concerning the location of 
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Figure 3—Hospitalization rates in families with low, intermediate, and high annual 
incomes, for poor and for wealthy cities having different control types of registered 
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general hospitals in the community. 
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Figure 4—Percentage distribution of hospitalized cases among persons residing in 

poor and in wealthy cities having different numbers of beds in registered general 

hospitals per 1,000 population in the community by location of hospital where care 
was received. 


hospitals where care is received reveals the fact 
that local hospitals are utilized by a majority of 
those obtaining care. Of cases among residents of 
average wealthy cities 73 per cent utilize hospitals 
in the community, 14 per cent travel to adjoining 
counties and 13 per cent are hospitalized at distant 
locations beyond the limits of adjoining counties. 
Residents of the average poor city depend upon 
local facilities to a somewhat lesser degree, only 
59 per cent utilizing hospitals so located. About 15 
per cent use hospital facilities in adjoining coun- 
ties while 26 per cent or nearly twice as high a 
fraction as in wealthy cities travel to distant loca- 
tions for care. 


The proportion utilizing local hospitals increases 
with increased amounts of facilities in the com- 
munity (figure 4). In wealthy cities the fraction 
varies from 5 per cent in cities without registered 
general community facilities to 85 per cent where 
such institutions represent 4 beds or more per 
1000 population; in poor cities the increase is from 
4 per cent where there are no registered general 
hospitals to 75 per cent where the beds are within 
the range from 2 to 3.9 per 1000. With these in- 
creases there are corresponding declines in the 
fractions cared for in adjacent counties and at 
distant locations. Throughout the comparisons 
there is a marked tendency for residents of 
wealthy cities to utilize hospitals in adjacent areas 
more generally than do residents of poor cities, 
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while distant locations serve proportionately high- 
er fractions of those hospitalized among residents 
of poor cities than of those in the other group. This 
doubtless reflects the relatively greater facilities 
in counties adjoining those where wealthy cities 
were located. 


The control type of hospital in the community 
exerts some influence upon the distance traveled 
for care. Where facilities are limited to proprietary 
hospitals approximately one-half of those hospital- 
ized in wealthy cities and 56 per cent of those in 
poor cities utilize such local facilities. Of persons 
hospitalized in wealthy cities 30 per cent receive 
care in adjoining counties and 21 per cent at dis- 
tant locations while only 2 per cent of those in 
poor cities travel intermediate distances in con- 
trast with 42 per cent who travel to distant loca- 
tions. The presence of other control types of hos- 
pitals in the community results in a majority of 
all cases utilizing local facilities and the fraction 
becomes greater as the local opportunities for 
care are increased by combinations of control 
types in both wealthy and poor cities. 


Summary 


The data presented clearly demonstrate that the 
general income level in small cities is an important 
measure of factors which determine the amount 
of hospital care received by persons residing there- 
in. In wealthy cities where persons with relatively 
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Figure 5—Percentage distribution of hospitalized cases among persons residing in 
poor and in wealthy cities having different control types of registered general 
hospitals in the community by location of hospital where care was received. 


high incomes predominate, the availability of hos- 
pital care, as reflected by hospitalization rates, is 
essentially equalized so that low income persons 
receive care as frequently as do those in the high- 
er income groups. In poor cities, on the other hand, 
hospital care among high income persons is cur- 
tailed but little, whereas the hospitalization rate 
among low income persons is reduced by one-half 
from that which prevails for the same income 
group in wealthy cities. 


Differences in the amount of facilities and con- 
trol type of hospitals in communities where poor 
cities are located affect but slightly the frequency 
with which care is received except that increased 
facilities reflect some increase in the hospitaliza- 
tion rate at the high income level. 


In wealthy cities variations in both the amount 
of facilities and the control type of hospitals have 
an important influence upon the frequency with 


which care is received, particularly at the low 
income level. Increased facilities reflect increased 
rates of care. In communities where hospitals 
exist, limitation of facilities to those of proprietary 
control is reflected by rates for low income persons 
which are below those for any other income group. 
When nonprofit hospitals or the combinations of 
two or more control types exist in the county the 
rate for low income persons is not only increased 
but is elevated to a level above the rate for per- 
sons in the intermediate and high income groups. 
The majority of all hospitalized persons utilize 
local hospitals when such facilities exist. The pro- 
portion utilizing facilities in the community in- 
creases progressively as the facilities become 
greater in amount. Where only proprietary hospi- 
tals are located in the county the fraction seeking 
care in other areas is greater than for any other 
class of city except those without local facilities. 





House in Chicago. 





Tri-State Hospital Assembly Changes Its Meeting 
| Place for 1943 


The Tri-State Hospital Assembly has held its conferences for the past several years at the 
Stevens Hotel in Chicago, but due to the fact that the Government has taken over the 
Stevens Hotel, the Assembly has scheduled its 1943 meeting to be held at the Palmer 
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“Me Voluntary Hospital 
After the Whar 


The Honorable William F. Montavon in his 
scholarly address before the Catholic Hospital As- 
sociation defines the purpose and service of the 


Zditew 


fellow men, in gratitude for the protection and 
comfort they have received, dedicate their sur- 
plus wealth to the care of their less fortunate 
neighbors, creating for that purpose an in- 
stitutional environment where benevolence, 
brotherly love and charity, are the motivating 
forces.” 





voluntary hospital. 


“The effort of the voluntary hospital is dedi- 
cated exclusively to service, service to the indi- 
vidual and to the community. The voluntary 
hospital pays no money dividend. The profit of 
the voluntary hospital inures to the community 
in the individuals it restores to health, to the 
wounded and afflicted it rehabilitates, to the 
great numbers who through the service of the 
voluntary hospital are restored to the com- 
munity, and to devoted hospital attendants 
whose life it ennobles. In even greater measure 
the profit of the voluntary hospital inures to 
the patient, who in making his recovery, or in 
preparing himself for the journey into a better 
everlasting life, has had the privilege of ex- 
periencing life in an environment comparable 
with paradise, in which love and charity are 
the motivating forces, and faith is the sole 
inspiration. 

“The voluntary charitable hospital differs 
from the hospital owned and operated by the 
state. The income of the voluntary hospital is 
derived, only in small measure, if at all, from 
the appropriation of public funds obtained from 
taxes. The revenue of the charitable hospital 
is derived mainly, if not entirely, from the 
charity of men and women, who dedicate their 
lives to hospital service, without expectation of 
material gain or earthly reward, or who by 
their free >: ‘ion, recognizing the debt they owe 
to their Creator, and to their community and 
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The professional people who have established 
and maintained the fine service of our voluntary 
hospitals and the lay people who have provided 
the finances to build and maintain them are deeply 
concerned with the future of these institutions after 
the war has ended. They have a well founded 
anxiety over the permanency of the voluntary hos- 
pitals. They are thinking of ways and means to 
provide both the moral and financial support 
necessary for the continued operation and de- 
velopment of community service. 


Social experiments must be given a fair trial and 
social adjustments must necessarily follow. So- 
ciety, in our way of thinking and as we would have 
it, could not long exist without the voluntary hos- 
pital. We are encouraged by one great lesson the 
centuries have taught, which is, that that which is 
good cannot be completely destroyed, nor will it 
perish. 

In national planning for the post-war period, lit- 
tle has been done in this country for the voluntary 
hospital. It is inconceivable that those who are so 
deeply interested in and dependent upon the vol- 
untary hospital would neglect to plan for the most 
important thing in life, whether individual or in- 
stitutional, and that is the future. 

No insurance formula has been suggested or 
studied which will establish the security and per- 
manency of our voluntary hospitals. This is not the 
case in Britain where extensive studies are in 
process, and where initial policies have been ap- 
proved, nor is it the case in other countries now 
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at war. The tendency of our people to let each day 
solve its own problems, as far as the voluntary 
hospitals are concerned, is regrettable. When the 
war is ended there will be no program to offer, no 
way of progress charted, no continuing policy to 
be implemented to insure the security of the vol- 
untary hospital. Individual thought and action 
may and probably will be the salvation of some 
institutions, but concerted thought and action is 
vitally necessary if all voluntary hospitals are to 
be saved for our communities. 

Time is the essence of all successful planning. If 
the hospital field does not take the leadership so 
urgently required, but one result can follow and 
that is the survival of the strongest—and these may 
not be the fittest to survive. 

The national hospital associations must take both 
leadership and responsibility in constructing the 
post-war program for our voluntary hospitals as 
well as private institutions. The membership of 
the American, Catholic, and Protestant Hospital 
Associations represent 98 per cent of all the beds 
in voluntary institutions. The challenge to the 
ability of these associations to think and plan and 
execute for and in behalf of their member institu- 
tions is definite and unalterable. There should be no 
longer any delay in meeting this challenge,— 
wisely, conscientiously, and completely. 





+ 


Ecteatilili, on Hospitals of the 
P. rocurement | Assignment 
Sosiin 


The Honorable Paul V. McNutt, Federal Se- 
curity Administrator and Chairman of the War 
Manpower Commission, has appointed a Commit- 
tee on Hospitals of the Procurement and Assign- 
ment Service under that Commission. 


The Committee is particularly well selected. It 
consists of Doctors Basil C. MacLean, Malcolm T. 
MacKachern, Claude W. Munger, Benjamin W. 
Black, and Lucius R. Wilson, all seasoned hospital 
administrators, competent and well qualified for 
the purpose of developing criteria with respect to 
the essential needs of hospitals of this country. 


Governor McNutt in creating this Committee 
has taken the most practical method in meeting 
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the needs of the hospitals, and solving the difficult 
problem of meeting the essential manpower re- 
quirements of our institutions. That the Commit- 
tee will be of material benefit to hospitals is 
assured. Composed of a membership well in- 
formed as to the manpower needs of our hospitals 
—each of whom is at present or has been in charge 
of an important institution—they will establish a 
program which will be sound in theory and cer- 
tainly practicable. 


— 
++ 


ie OC asniiaihbints iaadl Salrage 
P. rogram in Hospitals 


Hospitals are feeling the pinch of reduced sup- 
plies necessary for their operation. There are indi- 
cations that there will be some betterment over 
the present situation for the essential supplies 
other than those manufactured of critical ma- 
terials. There are two definite means by which 
the hospitals can help to reduce present hardships 
and to prevent, at least to some extent, experienc- 
ing future scarcity: 





1 By conserving the supplies they now have. 

2 By salvaging metals and materials of sup- 
plies that are worn out or damaged beyond 
further use. 


The following communication from Colonel C. 
F. Shook, Medical Corps, U. S. Army, is a frank 
statement of how hospitals should cooperate to- 
wards the conservation of supplies and the salvag- 
ing of materials. 


“At the meeting of the National Research 
Council Subcommittee on July 16, the ques- 
tion of catgut sutures was presented. From 
information available, the material from 
which the sutures are made is becoming more 
and more difficult to obtain, and recommenda- 
tions were made for heavy conservation. 

“It is my thought that in your many edi- 
torials, you might include an article upon 
catgut sutures and set forth certain conserva- 
tion measures which may be taken. I know 
that the service you will render not only to 
the profession but the industry as well will 
be more than appreciated. 

“Stress was laid upon the use of substitutes 
which are available. There is always the dan- 
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ger that when an alarm is rung, certain pro- 
curement offices tend to build up enormous 
stocks. This, of course, is always discouraged 
and where it gets beyond control, results in 
allocation. 


“The supply of hypodermic needles is be- 
coming very, very short due to the brass and 
nickel content. Conservation should be en- 
couraged here as well. There has been no 
great change in the materials made critical. 
Those involving health supplies are chiefly 
rubber, brass, steel, nickel, and of course im- 
ported botanicals and tight chemicals. 

“This information is along our previous 
agreement whereby this office would keep 
you informed of shortages that are devel- 
oping.” 


Conservation in the use of catgut sutures is now 
necessary and may soon become imperative. The 
material from which these sutures are made and 
the facilities for manufacture are limited. The 
present available supply according to one large 
producer is but 75 per cent of the War Department 
requirements alone. There are several ways, all 
of them safe, by means of which catgut sutures 
may be conserved: 


1 The use of cotton and linen sutures when 
practicable. 


2 Elimination of a common practice of surgi- 
cal nurses in “breaking ahead” of the sur- 
geon during operation. There are few major 
operations performed during which the 
surgeon uses all the tubes of catgut that are 
broken. 


3 The use of full length sutures supplemented 
by short length sutures. Frequently the sur- 
geon needs a short length suture for one or 
two ties, and a full length tube is broken 
when a short length would serve the pur- 
pose. 


4 The use of the smaller size catgut suture. 
There are few operations in which the ten- 
sile strength of No. I catgut is not as suf- 
ficient as that of Nos. II or III and in a 
majority of operations No. I catgut would 
serve as well or better than the larger sizes. 
The number of plys in the larger sizes 
means the use of that much more raw ma- 
terial. 
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5 The increased use in the dispensary or 
emergency department of suture material, 
opened and unused in the operating room. 


By a careful conservation of all hospital sup- 
plies, including those manufactured of critical 
materials, there will be sufficient for all our 
hospitals. With a definite program of salvaging 
every piece of metal, all the rubber, silk and other 
textiles and all other materials, hospitals can re- 
duce the scarcity of supplies and increase the flow 
of these supplies to hospital uses. 
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A P. urchasing P. -ivilege 
Gn Jeopardy 


Many manufacturers allow to hospitals the 
privilege of buying their products at special low 
prices, and in these days of increasing costs, this 
privilege is too valuable to be lost. 


Like any other privilege, however, it will be 
lost if it is abused even by a small minority. No 
manufacturer can afford to sell his products prac- 
tically at cost as a contribution to nonprofit institu- 
tions if these goods eventually find their way into 
regular trade channels. In fact, because of diver- 
sion, one large manufacturer already has discon- 
tinued its hospital packages of an indispensable 
product. 


In addition, the diversion of goods sold at low 
prices to hospitals is illegal under Federal law 
and the hospital which re-sells or exchanges goods 
obtained at special prices not only jeopardizes the 
interests of all hospitals but also exposes itself and 
the manufacturer to Federal prosecution. 


Every hospital administrator will do well to 
point this out to his employees, lest unconscious 
“chiseling” by an individual injure the whole hos- 
pital group. 


Recently, one manufacturer has devised a very 
logical method of protecting himself under the 
law while enabling institutions which make legiti- 
mate use of his products to retain the privilege of 
buying at low prices. This firm offers its special 
hospital prices only to nonprofit institutions which 
sign a formal contract that the goods will be used 
only within the institution. 





The cooperation of every administrator is urged 
in order that this favorable buying position may 
be preserved for the benefit of our hospitals. 


Hospital yf BE in a 
Changing chines 

Boards of trustees of hospitals have a greater 
responsibility than ever before due to the chang- 
ing times, both social and political, brought on 
partly by the war. The primary object of the hos- 
pital is sublime; it is charitable; it is actuated by 
the noblest and most humane thoughts of man. The 
hospital is a conservator of public health and gen- 
eral welfare. Still there are members of boards 
who do not accept their responsibility seriously 


nor do they fully realize the importance of their 
relationship to the hospital they serve. 





Courts have frequently ruled that hospital trus- 
tees are legally responsible for the proper conduct 
of their institution, and for the selection of its 
personnel including the medical and nursing staff. 
The trustees are obligated to the community to 
give medical and surgical service to free as well 
as pay patients as far as funds will permit, and 
at the same time manage the hospital on sound 
business principles. The trustees have a definite 
obligation to maintain and advance professional 
standards, to promote as far as possible medical 
education and research, but the saving of human 
lives is always the first consideration. ' 


In order that trustees may be fully informed 
of their duties and obligations, hospitals through- 
out the country might well adopt a program of 
installation when a new member is elected, a pro- 
gram given in the hospital or other suitable place 
where the hospital personnel can be present. A 
part of the program should be the reading of the 
hospital charter, the constitution and by-laws, the 
American Hospital Association Code of Ethics, 
and other suitable instructions. This will not 
only benefit the new member but will be an edu- 
cation to the doctors, nurses, and personnel in 
general. When the new member visits the hospital 
he will be recognized and made welcome. It will 
go a long way toward cementing the ties that 
should bind the hospital family together. 

A. S. B. 
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How Jo Helly Hitle 


Kid yourself that as the greatest nation in the 
world, our resources in man power and materials 
will win. Japan has the resources too. But Hitler 
knows that a big bank account will not save a man 
from drowning if he is in deep water and cannot 
swim. 

Gripe. Complain if you cannot have everything 
to which you have been accustomed. Protest that, 
with so much money loose in the country, you 
cannot make a killing. Chafe at restrictions. Do 
not forget about the high cost of living. 

Let other people join the armed forces and do 
your fighting. Get married and have a child so 
that even a cruel government will not break up 
“family ties.” If the wife has been working, she 
should quit her job. Dependency will help, and it 
will also mean one less worker. 

Slow down on your job. Help is scarce and you 
can get away with a lot before you get fired. 

Demand more pay and shorter hours. Labor 
unions are “getting theirs.” Hold out for double 
pay for overtime. 

Talk a lot about things you do not know any- 
thing about. It helps to promote disunity, and it 
kills time. But be silent about things you know to 
be wrong. Exercising your right of free speech in 
a constructive effort to make them right is the 
American way, which you want to destroy. 

Gossip. Remember it takes a long time to catch 
up with a lie. The chickens will eventually come 
home to roost, but for a time you may be able to 
hurt others by “passing on the dirt.” 

If you have special training and are not work- 
ing, do not make yourself available, or if you do, 
give your service grudgingly, make it as little as 
possible, and talk a lot about what you are doing 
for your country. 

If you can, give valuable information to the 
enemy, if you are not liable to get caught at it. 
That is making good use of your talents. 

If everybody will do as you do, there will be no 
danger of our winning the war and preventing the 
establishment of the wonderful, efficient Nazi sys- 
tem under which you will be rewarded by having 
a Nazi take what you thought was coming to you. 
Since you are too soft anyway, you can soon be 
liquidated and all your troubles will be over. 

Ca. P. 
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Our Changing World 


J. DEWEY LUTES 


not new although hearing some of the opin- 

ions among pessimists I meet I have continually 
to remind myself that over the long-time haul 
the changes have been immeasurably for the bet- 
ter. Mankind has traveled a long road, a road well 
depicted by Carruth in one stanza of his great 
poem: 


T= fact that our world is changing certainly is 


A fire mist and a planet, 

A crystal and a cell. 

A jelly fish and a saurian 

And caves where the cave-men dwell. 
Then a sense of law and beauty 

And a face turned from the clod— 
Some call it Evolution 

And others call it God. 


We passed out of these early phases quite some 
time ago but a glance at the picture of present 
things suggests we are still en route and have far 
to go and all along the way changes in the things 
we work with and live by attend our progress. 


First Reactions to Change Are Usually Negative 


Arthur Garfield Hays, in his interesting book, 
“Democracy Works,” gives, among others these 
sometimes amusing, always enlightening glimpses 
of what might be called the fear and trepidation 
by which all changes and innovations are at- 
tended: 


When George Eastman, a teller in a bank in 
Rochester, New York, sought to raise $5000 in 
launching his kodak he approached Mr. Hays’ 
grandfather for the loan—“But,” says Mr. Hays, 
“grandfather was far too astute to put money in a 
box with a hole in it.” He goes on to say that his 
grandfather was in good company since Chauncey 
Depew advised his nephew not to invest $5000 in 
Ford stock “because nothing has come along to 
beat the horse.” 


When the electric lamp was perfected by Edi- 
son, Professor Henry Morton, President of Stevens 
Institute condemned it as something that everyone 
knew could not work. 
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Bathtubs and toilet facilities were once consid- 
ered superfluous. The bathtub in the palace of 
Versailles was removed to the garden and used as 
a fountain. Our modern homes—not necessarily 
pretentious—have two and often more bathrooms, 
yet here in America the bathtub was denounced 
as a menace to democratic customs and the med- 
ical profession warned against its dangers! 


The drive for profit has brought some inventions 
to fruition and stifled others. Roads were once 
kept in disrepair to avoid diverting business from 
the local merchant. Turnpike companies, owners 
of stage coaches and investors in canals fought the 
development of railroads. John Fitch, the inventor 
of the steamboat was hounded by refusals to rec- 
ognize his invention and in despair wrote—“The 
God of Fortune was a blind, whimsical Jade. Here 
she got Job canonized for a saint while I must bear 
the ridicule of the world.” Likewise Robert Fulton 
heard his invention hailed endlessly as “Fulton’s 
folly.” Thus could we go on through the history of 
the telephone, the telegraph, the airplane, radio, 
refrigerator, vacuum cleaner, electric cell and 
what have you. Despite everything these things 
are with us. In a changing world they appear per- 
haps in the fullness of time or perchance by the 
avarice of men but here they are and each makes 
its impression on the character of the race. 


Should you need further reminders that our 
world is changing you will find them galore— 
humorously protrayed in Mr. David Cohn’s de- 
lightful book, “The Good Old Days,” in which by 
parading before our eyes the glitter of Sears Roe- 
buck’s catalog offerings for the past fifty years he 
presents the shifting scene in pageantry of ladies’ 
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bustles, of shirt waists, hat pins, gramophones, sun- 
bonnets, shotguns, pocket typewriters, tombstones, 
the dude’s delight—watch chains and charms—and 
a manual of Blacksmithing and Faith Baldwin 
puts “Love in Its Place” for sixty-three cents! In 
1909 the picture of a red “horseless buggy” en- 
livens Sears’ page with the promise—“Guaranteed 
to go 100 miles in 24 hours if good care is taken of 
it.” In the words of Sinclair Lewis, “The Good Old 
Days” depicts the changes not in the dreary mag- 
nificences of coronations and battles but rather in 
the dear diminutive excitements of commonplace 
characters and gadgets with which we readily 
identify ourselves. 


Concerning Medicine 


Concerning medicine in these exciting years 
few chapters in the national history are more re- 
plete than those that reveal the immense quack- 
ery that thrived on the deep ignorance of the 
masses. Millions scrimped their pennies to buy 
vile pain-inflicting nostrums that frequently 
caused blindness, paralysis, and even death. Schlé- 
singer, the historian, has remarked that it is a 
tribute to the robustness of the Americans that 
they were not exterminated by the medicines they 
drank. 


In 1905 the Ladies Home Journal received thou- 
sands of cancellations of subscriptions because it 
had dared to suggest it was time to openly discuss 
the dangers of venereal disease. At the same time 
Sears catalog blithely offered a medicine for the 
treatment of gonorrhea or gleet that would quick- 
ly cure all troubles of the urinary organs in either 
male or female—$6 per dozen bottles. When we 
recall the open and intensified campaign against 
social diseases today that is being waged by ethical 
men and women who offer true cures backed by 
science and the highly enlightened status of peo- 
ple generally concerning disease, the full impact 
of how truly the world is changing comes home 
to us. 


Lydia Pinkham’s vegetable compound, first mar- 
keted in 1876 was supposed to relieve suffering 
women from the misery inflicted by brute men! 
Strangely enough it was considered good for the 
men also and could prevent or cure any break- 
down in the generative organs. Lydia died in 1883 
but the Pinkham Company for twenty-two years 
following her death continued to run this ad: 
“Mrs. Pinkham in her laboratory at Lynn, Mass., 
is able to do more for ailing women than the fam- 
ily physician. Write Mrs. Pinkham for advice.” In 
1905 this ad was exposed by the Ladies Home Jour- 
nal as a fraud. A picture of Lydia’s tombstone was 
printed but was quite ineffectual in its attempt to 
keep the ailing ladies from confiding their distress 
by mail. 
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Conflicting Interests 


Our personal conclusions about life are highly 
colored and largely determined by our social 
status, our economic security or insecurity, our 
sympathies and our emotions. Our ability to 
think and see things in terms of truth is con- 
tinually frustrated by conflicting interests. This 
unhappy truth is cleverly illumined by some- 
one’s observance that in America almost every- 
one, or his family, has a share of oil stock and 
an automobile. He does not know whether he 
wants the price of gasoline to go up or down. | 
read too, that the manufacturers fight to keep tar- 
iffs low on raw materials while urging high tariffs 
on their finished products. Even the farmer, who 
is supposed to live in a paradise of peace, is deviled 
by the same conflicting urges for while he grows 
all that his farm possibly can he cries out to the 
government to check a surplus of crops that might 
ruin his market. 


Thus it is that the road we travel is not straight 
and often in the short-range view it is difficult to 
believe we are going forward. The French have a 
saying—“Plus cela change et plus cela est la méme 
chose.” (the more things change, the more they 
are the same) and the new labels we append to 
old customs, manners, and systems would seem to 
bear this out. Even the differing forms of govern- 
ment are admixtures of various economies. Many 
of our enterprises that used to be private are now 
socialistic—as, our schools, parks, postal service, 
water works and, to a great extent, our hospitals. 
All are run for the public good and not for profit. 
It is surprising to learn that in the dread Commu- 
nist Manifesto of 1848 the demands were made for 
a public school system, soil conservation, and 
graded income taxes—these among other less en- 
lightened demands. Yes, indeed, the more things 
change the more they are the same. 


In 1817 the cry went abroad that machines were 
displacing men—that soon the power of consump- 
tion would fall so low that capitalism would crash, 
a victim of its own greed. More than a century 
and a quarter have elapsed since Robert Owen 
spoke words to this effect yet you and I have heard 
the selfsame dire predictions uttered in our time. 
The predictions have never been borne out by 
facts. They fail to take into account that a huge 
industry is engaged in making machines that make 
other machines that make machines. Just prior to 
our entrance to the war, for instance, upward of 
some seven million people were employed in mak- 
ing the automobile. This is but one of the count- 
less machine innovations that has affected the 
American way of life and the character of our 
people. How could that prophet of a century and 
a quarter ago sense that not only would more 
labor be needed to man the machines he feared 
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but that the working day of twelve to fourteen 
hours he knew would be cut to eight or less and 
that his working week of eighty hours would, 
more than a century hence, be cut in half that 
men might refresh their lives in study or play. 
Definitely then, the last hundred years have seen 
us move toward a higher standard of living. The 
changes have been so fundamental and far-reach- 
ing as to have affected the lives of the masses. 
Child labor has been reduced to a minimum and 
the day is not distant when it shall be wholly 
eradicated. 


Government 


The world is a vast laboratory wherein multiple 
experiments are being tried out by the human 
race. Perhaps the greatest of these is the effort to 
find a Utopia in government. Although we recog- 
nize that much is wrong with democracy the pres- 
ent hour is sufficient to convince us that it has 
more inherent freedom and right than have the 
various “isms” being demonstrated in other lands. 
Democracy will work when we, the people, have 
attained the spiritual and mental stature to apply 
its tenets to our daily acts of living. That it is the 
soundest, most wholesome and progressive form 
of government I am convinced. Those others we 
behold in operation today carry with them the in- 
hibitive, destructive seeds $f dictatorship, no mat- 
ter how subtly hidden, that destroy all initiative 
of the rank and file and eventually result in nega- 
tion deep as death. Under such regimes only the 
bureaucracy thrives and this not healthily but 
monstrously—wholly pathologically. It is the 
constant flux of life in a democracy that keeps the 
atmosphere alive and ripe for any individual to 
rise to his full ability if he wills to do so. No one 
is servitor nor subject but rather a participant in 
an enterprise that welcomes initiative. As has 
been said so aptly—its moving waters are full of 
life and health, but in the still waters of dictator- 
ship stagnation and death ensue. 


It is the prerogative of democracy to select and 
adopt changes. Many times a move that, today, 
appears radical is adopted in that. tomorrow when 
the changes wrought by time’s passage have fitted 
it naturally into the social edifice. Perhaps every 
advancement the democracies have made in the 
past hundred years has, when first introduced, 
been regarded as radical, socialistic or commu- 
nistic in nature. 


Education 


In the matter of education there is reason to 
wonder if our present system achieves the aim of 
enabling men and women to think through to 
logical conclusions, true evaluations and wise de- 
cisions. Such ability is not commonly evidenced 
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in our life today. Our children have free elemen- 
tary education and increasing numbers of them 
are able to go on to the more than twenty-five 
thousand high schools that dot the land and pro- 
pose to educate seven millions of youngsters 
between the ages of thirteen and eighteen. Our 
universities in 1900, had an enrollment of 167,000 
students. Today, about 1078 universities and col- 
leges prepare some 1,250,000 students to meet life. 
These figures do not take into account those adults 
who by forums and institutes, summer classes or 
evening school seek to supplement their earlier 
education. Certainly then, it is not activity that 
is lacking, yet, our leading people in increasing 
measure are coming to believe that we are not 
getting results commensurate with the opportuni- 
ties afforded and accepted. 


G. Wakeham of the University of Colorado, has 
this to say of our present system. 


“A recent visit to what might be called ‘the 
Dust-Bowl Academy’ gave the writer an 
attack of acute nostalgia for ‘the good old 
times.’ Here were 500 boys and girls, up at six, 
on the job at seven, working or studying 
twelve to fourteen hours a day; building their 
own houses; making their own furniture; rais- 
ing their own food.from a bitter, arid soil; 
learning how to face the only life they knew 
and to wring a decent living from a hard, hos- 
tile, inclement natural environment. 


“T thought of the aims, objectives and prac- 
tices of ‘Progressive’ education-training in 
the use of leisure, how to get a date, how to 
evaluate a movie, how to dance in a crowd, 
how to invite a date to a formal, how to ena- 
mel one’s physiognomy most deceptively, how 
to wear one’s charms most effectively without 
jarring traditional tabus too rudely, how—as a 
ribald sociology student put it—to ‘have a 
hell of a good time without bothering to get 
married.’ 


“I thought of the amateurish, artificially 
simplified ‘projects, the dilettante foreign- 
language essays, the pantomimic ‘vocational’ 
exposures, the raucous football and basketball 
games, the ‘formal’ student dances and simp- 
ering, sex-surcharged school plays and operet- 
tas; and I wondered if this is really ‘education 
for life’ in a war-torn, economically chaotic 
and socially demoralized world. 


“Time was when ‘work and thrift’ were 
practical educational objectives. Now our on- 
coming generation is taught to cut down work 
by labor union tactics or to cut it out altogeth- 
er with government subsidies; while thrift has 
become a social sin, if not a political crime. 








“Perhaps the first world war did not hit us 
hard enough to teach us educational common 
sense. Maybe another war will do the trick. 


“As for the College Alumna—she has learned 
by indirection and by a natural if temporary 
hero-worship of her learned professors, that 
test-tube washing is more dignified than dish- 
washing; and that prying into municipal fi- 
nances is more noble than balancing a house- 
hold budget.” 


Financial Support of Scientific Research 


From all this it would certainly seem that a dif- 
ferent emphasis in education is imperative. The 
men and women of America fairly worship at the 
shrine of science yet very little monetary support 
is given to its programs of research. 


Only recently I read that two major football 
games take in more money than is donated to all 
institutions for cancer research in a year. Every- 
where these educated beings emerge with a fine 
zest for underwriting the “play” side of life but 
the real work is in the hands of a comparative few. 
Billions of dollars go yearly for such foibles and 
fakes as cigarettes and cosmetics yet vital institu- 
tions like the voluntary hospital go begging. I may 
be wrong but I feel that a different note in formal 
education could do much to build a public con- 
sciousness inspired by the will to live more in con- 
formity with the democratic way. Suddenly, as 
now, in times of danger, we all glibly prate about 
the glory of dying to save democracy. I believe 
there is even greater glory in living to make de- 
mocracy work. Indeed, there is nothing to save it 
for unless it is more than a name. Our system of 
education is basic in moulding the character of our 
citizens, and should be of a high, realistic order 
that puts first things first. 


The Three Pillars of Civilization 


We are told that three important pillars of 
civilization are public health, education, and jus- 
tice. It is not necessary that I enumerate here the 
great changes for good that have come to the pub- 
lic health field in this changing world. Hospitals 
are the focal points in the battle for health and 
you who for years have been actively and aggres- 
sively engaged in building their service and raising 
their standards of practice know too that they are 
great institutions of learning—a definite part of 
our educational system, offering a variety of sub- 
jects. Can anyone question that indirectly we serve 
the cause of Justice also? There would be small 
chance for much justice in a sick and unenlight- 
ened world. 


Nursing—The Heart of Hospital Service 


Since the nursing aspect constitutes the very 
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heart of hospital service and inasmuch as the edu- 
cation and training of nurses is, in the main, the 
responsibility of hospitals it is timely to consider 
some points in this regard. We well know that the 
nursing curriculum has been expanded to embrace 
additional scientific subjects as well as an increase 
in the number of hours devoted to others which, pre- 
sumably has advanced the scientific and theoretical 
aspects of nursing. From my experience, however, 
I am inclined to believe that something more 
should be done for nurses in the field of per- 
sonality development. The personality that radi- 
ates warmth and cheer, that comforts and invites 
confidence in her skill and willing spirit is as 
needed today as ever it was. Those who suffer 
require more than the mere physical acts of bath- 
ing, hot dressings, cold packs, medication, or what- 
ever the physical need of the patient requires. 


The true nurse is more than a robot, though we 
see and hear of too many these days who are as 
cold and mechanical as any robot could be. What 
of the aspect of nursing that might be termed cul- 
tural rather than scientific and for the understand- 
ing of which neither brain nor brawn is the pri- 
mary necessity? What course or courses do we 
offer for development of the heart to serve with 
something more than perfunctory scientific pre- 
cision? Why should we suppose that these young 
women who come to learn are awake to their 
capacity for a service of inestimable value that 
lies beyond the province of science, theory, or 
technics—a service that may well become a nat- 
ural part of their equipment and augment the 
effectiveness of every nursing art they employ? 
Neither is this its only potentiality, for such serv- 
ice will react upon the nurse to lighten her work 
and bring happiness and satisfaction beyond meas- 
ure. This is the hour when we need desperately to 
cultivate courage and self-sacrificing qualities, not 
nurses alone, certainly, but all who truly estimate 
life’s values. In the field of nursing it is these qual- 
ities that maintain professional dignity while win- 
ning public endorsement and esteem. 


It was my privilege, a short time ago, to review 
the manuscript for a book on nursing ethics, en- 
titled, “The Inner Realities.” This book will be re- 
leased shortly by the F. A. Davis Company. I shall 
watch its acceptance with real interest because the 
writer has used a different approach and tech- 
nique in presenting the subject. Utter simplicity, 
sincerity, and reader appeal approach the dra- 
matic. It stirs true appreciation of the ideals it 
embodies. As one student nurse put it, “it doesn’t 
only tell you what ‘courtesy’ is but it makes you 
want to be courteous.” I found the book so unusual 
that I obtained other individual reactions. Leaders 
in hospital administration were lavish in their 
praise—I quote from one: “I started to glance 
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through it casually then found myself reading 
every word like a best seller.” Educators stressed 
its value in vocational guidance, lay minds praised 
it. When put to the acid test in more than one class 
of student nurses in Professional Adjustments it 
elicited several outstanding comments as the one 
I previously quoted on courtesy. A student, dis- 
couraged and about to tender her resignation told 
her'director that the inspiration she had received 
from the book that afternoon had caused her to 
realize that nursing was more than baths and bed- 
pans, that she would stay and strive to attain the 
greater meaning of the work. Repeatedly these 
young women asked where the book could be ob- 
tained and, please remember, these are the persons 
for whom the book is intended. 


Ethics 


Strangely enough my one disappointment came 
from the nursing heads who control largely what 
nurses shall study. I was alarmed at the negative 
attitude I met here—the small importance certain 
women placed on ethics as we understand them— 
the shrug and tongue-in-cheek attitude that any 
reference to the real meaning and content of ethics 
evokes. These leaders assume that we have out- 
grown the old-fogey platitudes and that young 
people, particularly, are awake and sort of glori- 
ously freed from any such ludicrous bugaboos. I 
say and I mean that right here there is something 
wrong. Now, in this hour when for a variety of 
‘national reasons we are forced to streamline the 
nursing service, let us at all costs emphasize this 
“heart” aspect that is so largely determined by 
ethics. Increased faith and cultivation here will 
produce greater power within our nursing body 
and in this streamlining process greater, more ef- 
fective power is what we seek to release. The 
nurse whose actions and demeanor keep her pa- 
tient cheerful and hopeful just naturally lessens 
the demand on nursing service by holding irrita- 
tions and demands to a minimum. 


Ethics, as I see it, is not a subject that can be 
formularized and labeled. It cannot be successfully 
offered in the usual manner of the subjects covered 
in nursing. It should be offered at the moment 
when the student’s sensibilities are quickened by 
her first encounters with the realm of suffering, 
disease, and sometimes death, and, it should be 
given with heart as well as head appeal. 


It is fatuous to take the attitude that students 
come to our schools at an age when these ideals of 
ethics have been covered previously by both par- 
ents and schools and that there is nothing further 
we can do about them. I prefer to believe that 
such an attitude belongs to a mere minority in the 
field who, perhaps, in the energy expended in 
hurdling the barriers to greater scientific knowl- 
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edge for nurses have lost the balanced viewpoint. 
May I ask from what can we derive assurance for 
the future if values as pertinent to the fulfillment 
of a nursing career as these escape our cognizance? 
It is to be hoped that our present unhappy, war- 
torn era may kindle a new vision or rekindle an 
old one in this respect. 


We Must Consider Our Assets and Liabilities in 
Planning for the Future 


So we see that the world is ever changing, 
played upon as it is by the march of the human 
race. Pitfalls and hazards attend us all the way. 
John Burroughs tells us that “saints and devotees 
have gone into the wilderness to find God; of 
course they took God with them, and the silence 
and detachment enabled them to hear the still 
small voice of their own souls, as one hears the tick- 
ing of one’s own watch in the stillness of the night. 
We are not cut off, we are not isolated points; the 
great currents flow through us and over us and 
around us and unite us to the whole of nature.” 
There can be no doubt that we are now engaged 
in giving birth to a new order. A revolutionary 
period in history is being evolved in which we 
have already thrown precedent to the winds. The 
“all-out” needed to save our way of life has broken 
through the last defenses for controlled expendi- 
ture or power where government is concerned. 
Vigilance and pre-determined courage are pre- 
requisites for the job ahead for every person who 
values the essential freedoms in our present social 
order. It will fall to our generation to readjust 
and stabilize services of our profession to whatever 
new relationships and values arise from the pres- 
ent chaos. We must keep well informed in all 
avenues of our work. Already, in assisting the 
national conservation program we have, I believe, 
learned pertinent points in economy that will con- 
tinue to stand the voluntary hospital budgets in 
good stead when we emerge beyond the conflict. 
From this hour on changes in our social order will 
be fast and crucial. Let us not be caught napping. 
By looking to our assets and liabilities and by pool- 
ing the resources of our minds we must determine 
a secure place of service for voluntary hospitals in 
American life. This present hour, black though it 
is with hate and fear, holds the seeds of unprece- 
dented enlightenment and we must be prepared 
to advance effectively through the coming changes. 
Pessimism cannot save us. Defeatism will not pro- 
duce a national spirit that keeps faith with our 
boys in the dive bombers and the subs. It is our 
job to guide and direct a mighty service that sus- 
tains the public good by promoting health and I 
believe we shall need to exercise every resource 
we have to keep voluntary hospitals vital and 
solvent in the days before us. 
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Admission, Credit, and Collection Procedure 


LOUIS HEHEMANN 


business. Without sales, business does not exist. 

This may be true. If sales are the life of busi- 
ness, collections are the life-blood of business. 
I believe there are just as many businesses going 
out of business because of a poor collection system 
as there are because of poor sales or poor manage- 
ment. Many businesses are not willing to pay for 
good collection. The outstanding organizations 
have a very definite collection policy, goods are 
bought on certain terms and they must be paid on 
time in order to be able to get more of them. If 
collections are not watched, it is just a matter of a 
few months until a business house is in financial 
difficulty. Another angle often overlooked is that 
too much capital is tied up in accounts receivable. 
A business is actually losing money because money 
tied up in accounts is not earning money. It costs 
dollars and cents to carry uncollected accounts on 
the books, but by following collections closely, 
accounts receivable can be reduced. If a commer- 
cial organization does not feel that it can afford to 
carry accounts receivable indefinitely, a hospital 
on a nonprofit basis cannot continue to increase its 
accounts receivable. 


THE COMMERCIAL WORLD sales are the life of 


In order to keep the condition of the accounts 
of the hospital before me, a bookkeeper reports 
each day on the following information: 


Collections the previous day 
Amount of business 

Total business of the month to date 
Collections to date 


Comparative figures for all these amounts for 
the same month of last year 

List of all dismissals, marked paid, hospital 
care, etc. 


Presenting Bills 


Instead of presenting the bill on the tray, it is 
given out by the accounting department each 
week in the patient’s room. By making the ar- 
rangement in the room, privacy is secured and it 
is a better plan than waiting until the patient is 
ready to go home. When he is going home he is 
anxious to leave and is not as willing to make 
favorable collection terms as when in his room. 
Advanced payment may eliminate some problems 
of collection, although it may result in a reaction 
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unfavorable to the hospital. Admission agreement 
will serve the same purpose as an advance pay- 
ment. 


Hospital credit problems are entirely different 
from credit problems of commercial stores, there- 
fore, the use of credit ratings would not be recom- 
mended. Service is given to people before investi- 
gations are made to see if the expenses can be 
paid. Everyone cannot be investigated before serv- 
ice is given. Ability as a credit manager depends 
upon how successful collections can be made. 


The best way to collect a deceased account is to 
get the name of an executor or administrator and 
file within four months. The estate cannot be set- 
tled until the bill is paid. If the deceased person 
has any real estate, a lien can be placed upon the 
property. It is a difficult matter oftentimes to get 
relatives to pay the hospital bill. 


Business concerns are trying to find cheaper 
methods of making better products to make more 
profit. Hospitals are trying to find a cheap method 
of taking care of patients in order to save human 
life and reduce hospital days. Hospitals are not 
trying to keep their patients longer than necessary 
in order to get more money, but release them as 
soon as possible. 


Credit Collection Procedure 


Hospitals devote a lot of time to promoting good 
will. The first thing that they do is to try to build 
up their service to a point where they anticipate 
the patient’s needs. Nurses and nurses’ aides are 
trained to use the proper attitude. Personnel de- 
partments in hospitals conduct classes in teaching 
the various groups the proper methods and the 
things they should do to promote good will. No 
matter how much good will is built up, a faulty 
collection system can spoil all the good will that 
is created in a hospital. In order to maintain the 
good will created, collection and credit procedure 
plays as prominent a part as anything that is done 
in the hospital. I do not think that anyone or any 
hospital can retain good will by using hard-boiled 
collection methods. When any person is financially 
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embarrassed, he does not want to be scolded. He 
wants an opportunity to talk to some one who will 
understand-his problems and try to help him solve 
them. Some plan must be worked out to enable a 
patient to pay his bills. He will remember a pleas- 
ant collection plan longer than he will remember 
his hospital experience. 


Qualifications of a Good Collection Officer 


Collection is a man-sized job—and should not be 
handled by the office boy. You simply cannot send 
an inexperienced girl or man into a room or have 
them interview a patient about a payment of a 
bill and expect a satisfactory settlement. The first 
qualification is that of tact. You will never be suc- 
cessful in handling collections unless you have 
tact. Half of the battle is won by the way a person 
is approached and unless he is approached tact- 
fully, a collection will not be made. 

The collector must have poise. You will never 
collect an account by getting into an argument 
with a patient. You must keep cool and calm. Then 
there is the matter of understanding. You cannot 
talk to a person successfully about an account un- 
less you have the ability to place yourself in his 
position. You must know life and something about 
hardships. 

A collection manager must have a spirit of help- 
fulness. Many clients are willing to pay their ac- 
counts but feel that they are hopelessly involved 
financially. A good heart-to-heart talk will provide 
a means of making a collection. A collection officer 
should be willing to learn. Each collection mana- 
ger can teach himself. The easiest way for him to 
learn is to benefit by his mistakes. Daily experi- 
ence proves to be the most valuable textbook. 


The Admitting Department 


You must recognize that the first impressions 
that are gained of your institution usually remain 
permanent. First impressions are often gained 
through the admitting department. Everything 
connected with the admitting department must be 
just as pleasant as it can be possibly made. Make 
it just as home-like as you can make it and get 
away from the hospital appearance. Another im- 
portant factor in your admitting department is the 
personnel. It is even more important than your 
equipment or your furniture. The admitting officer 
must be pleasant and must have the ability to meet 
people well. He must know the hospital, know the 
rooms and the operation of every department, and 
have the ability to answer questions. 

The admitting department— 

Books all patients. 

Fills out cards indicating the vacant rooms, 
rooms spoken for, and those occupied. 

Notifies the floor supervisor and doctor attend- 
ing of the new patient’s arrival. 
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Notifies the receiving department of a new pa- 
tient so that they will know where to send the 
patient. 


Notifies each surgical case supervisor. 


After the patient fills out admission form and 
signs the admission agreement that is agreed upon, 
the orderly is called to take the patient to his 
room. The floor supervisor is notified that the pa- 
tient is on his way. Admission agreement is made 
in triplicate and the yellow copy is given to the 
orderly, which is then given to the floor super- 
visor. White and pink copies of the form are sent 
to the information desk. Cards are then made out 
from the admission blank. The pink copy is sent 
to the accounting department and the white copy 
is sent to the mail and tube room. If it is a surgical 
case, an operating sheet is made out and sent to 
the operating room. The admitting clerk makes 
out ledger page and the first week’s bill. The last 
duty is to call the resident and the intern who is 
on that particular case. 


Admissions Requiring Special Information 


Industrial Cases: Name of employer; date of in- 
jury; place of injury; occupation of patient; in- 
dustrial number, if any; date of authorization; 
entry of name in the Industrial Case Book. 

Automobile Accident Cases: Date of accident; 
time of accident; place of accident; how brought 
to hospital; name entered into the auto accident 
book. 

Private Insurance Cases: Occupation of sub- 
scriber; address; name of insurance company; 
number of contract; entered into the private insur- 
ance book. 

Township Cases and Crippled Children Cases: 
These various accounts are handled by another 
separate department. All new cases are taken from 
the book and properly checked. 

Hospital Care Cases: Name of subscriber; occu- 
pation of subscriber; address. 

Before a patient is dismissed, it is necessary that 
they sign the original bill. 

Transfer of patients is another job handled by 
the admitting department. Request is made by the 
doctor, patient, patient’s family, etc. The admitting 
officer notifies the different floors after the doctor’s 
approval has been secured. 

In dismissals, the nurses station makes out a 
dismissal notice. The admitting office receives the 
dismissal notice and makes the necessary forms. 

The hours of the admitting office are as follows 
from 7:00 a.m. to 9:00 p.m. From 9:00 p.m. to 
11:00 pm. the admissions are handled at the infor- 
mation desk. From 11:00 p.m. to 7:00 a.m. the ad- 
missions are handled by the night supervisor. 
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Suggestions for Meeting Increased Costs 


P. GODFREY SAVAGE 


hospitals may have experienced a period when 

the income occasionally exceeded the expendi- 
tures. The cost for supplies, equipment, and wages 
had not moved ahead as rapidly as the increase of 
occupancy and of course this made for effective- 
ness in operation. Any surplus of this kind, how- 
ever, was undoubtedly used for replacements of 
instruments, utensils, equipment and furniture 
which had worn out and required replacement 
after a long period of low income. 


Last summer the changing situation became ap- 
parent and it was quite evident that costs would 
soon be much higher and that some means for in- 
creasing revenues should be found before the be- 
ginning of this year. It is now evident that salaries 
and wages, food supplies and all other things are 
requiring 20 to 30 per cent more outlay of funds 
than a year ago. 


The Western New York Plan 


It may be interesting to report the program that 
was undertaken by the hospitals of the Western 
New York area and what was accomplished. In the 
spring of 1941 there was a symposium on the sub- 
ject and most of the economies of hospital opera- 
tion were reviewed. It was then evident that the 
only immediate relief would be through increased 
income for services. 


Fe: a short time during the past two years some 


A survey was made of the rates for all services 
in the twenty-eight member hospitals of the Coun- 
cil and recommendations were made to them at a 
meeting in September. According to this schedule, 
ward bed rates were set at a minimum of $3.50 a 
day for general cases and $4. a day for maternity 
cases. An increment of 25 to 50 cents a day was to 
be added to semi-private and private room rates 
and where flat rates existed for maternity and 
other cases an increment of at least 10 per cent 
was considered desirable. Operating room service, 
delivery room service and similar charges were in- 
creased from 25 to 50 per cent above the prevailing 
rates. This was considered fully justified in view 
of the fact that in almost all of the hospitals in 
this area these charges had not been altered for 
twenty years or more. 
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It was realized that for services such as labora- 
tory and x-ray examinations, physical therapy 
service and other specialties, there was no uni- 
formity of arrangements in the hospitals. How- 
ever, a general broad advancement in these 
charges was recommended and it was proposed 
that where flat rates for laboratory work existed, 
hospitals adjust the schedule to obtain at least $10. 
to $15. from the patient on a regular schedule 
before giving benefits for large amounts of work 
without cost. 


There was a general acceptance of these recom- 
mendations and the majority of the hospitals made 
such increases October 1, and others later. It was 
felt that these charges would increase the earnings 
for the hospitals at least 15 to 20 per cent. 


This was not realized in actual income because 
the payments for hospital service cases were not 
changed and in this area 25 to 50 per cent of the 
admitted patients are members of the Blue Cross 
Plan. It was quite evident that the increase of costs 
for service to patients applied to all patients, hos- 
pital service members as well as others and that it 
would be reasonable to ask for an increase of pay- 
ments to the member hospitals as part of the pro- 
gram. A new committee was appointed for this 
purpose and it is hoped that an increase of at least 
10 per cent of the payments to the hospitals for 
hospital service cases will be accepted and estab- 
lished before long. 


A Suggested Notice 


These direct methods of increasing the income 
are very important, but this spring many hospitals 
have discovered that collections have not been as 
good as last fall. There may be some explanation 
for this experience but the hospitals can not recog- 
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nize any need for credit in light of their own 
problems and the general improvement in wage 
rates and payrolls. After the usual credit inves- 
tigation and other agreements have been made and 
the patient finally does not fulfill his obligation, 
the hospital is confronted with the proper pro- 
cedure to obtain payment of the balance of the 
account. Perhaps a definite statement from the 
board of trustees in the form of a notice might 
be used in such cases. The following is suggested: 


Notice Regarding Unpaid Hospital Accounts 


It has been the policy of this hospital to 
meet individual problems of paying hospital 
accounts according to the needs of each one 
responsible for them. Definite credit arrange- 
ments are made on admittance and conditions 
set at that time or before the patient has left 
the hospital. When these arrangements are not 
fulfilled it is extremely difficult to reconsider 
the case. 


At the present time, with widespread em- 
ployment and good rates of wages, there ap- 
pears to be little justification for anyone not 
carrying out arrangements which have been 
accepted at the time the service was rendered. 
Consequently, where there is no response to a 
reminder that such agreements have not been 
kept, these accounts will be turned over to the 
hospital attorney for the collection in any way 
which seems proper to him. 


With every wish to cooperate and assist you 
with your obligations. we will be obliged to 
follow such procedure unless you take care 
of your account in accordance with your 
agreement within two weeks of the date of 
this communication. 

BoarbD oF TRUSTEES 


It is exceedingly doubtful if the usual series of 
letters and other courteous methods are in order 
at the present time. People expect to have hospital 
service available and if they do not pay for it when 
they can what will be the problem under less 
favorable conditions later on? 


In many localities, hospitals may find it quite 
possible to have a fund raising campaign to pro- 
vide for additional buildings, improvements of 
existing facilities or the retirement of capital in- 
debtedness. There will not be a better time for 
such efforts and they should be made if circum- 
stances are favorable for them. 


Diverse Sources of Income 


It should be noted that many diverse sources of 
income should not be overlooked. The sales of 
supplies from the store room, shops, and lunch 
counters, vending machines, renting of space in 
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hospital buildings or buildings owned by the hos- 
pital, renting of beds and hospital equipment for 
invalids at home, and other such methods, are all 
helpful. Likewise, the support of auxiliary organ- 
izations, voluntary services, donations, member- 
ship dues and free service funds add to the budget 
income. A substantial aid to hospital receipts from 
Community Chest or subsidy from the local city 
government should be sought and maintained as 
part of a general participation in the recognized 
service of the hospital to the community. Probably 
no other items in hospital budgets are so difficult 
to compare in one hospital with another. There is 
not uniformity of policy or support from these 
sources and the viewpoint varies greatly in the 
individual hospitals as well as in different parts 
of the State. As a principle, however, there can 
hardly be any doubt that aid from these sources 
is proper and justified in every way. 


Charges for Public Patients 


The charges to patients for service, under the 
care of the Public Welfare Department, also 
should be increased to equal the full cost to the 
hospital. It would be entirely correct to establish 
bed rates for ward patients in these cases to equal 
the rates charged for industrial compensation 
cases. In these latter: cases, hospitals should not 
hesitate to advance the basic bed rates and espe- 
cially in view of the present tendency of insurance 
companies to reduce the amounts for all other 
charges through vigorous application of the 
schedules established by the industrial compen- 
sation commissioner. 


Finally there is the subject of bequests, the most 
neglected source of support for hospitals and un- 
doubtedly the best one despite all consideration of 
the changed times and viewpoint of many people 
of wealth. It is realized that this is a very difficult 
source to reach and that most bequests come as a 
complete surprise. 


It appears that legal ethics prevent the personal 
attorney from making suggestions to his client 
about the allocation of funds when preparing a 
will. Invariably, however, we read of bequests that 
are unsound socially and anyone’s advice would 
have been more helpful to society had some other 
disposal of the funds been made. Just why a law- 
yer can not use his influence for the benefit of local 
hospitals, through suggestions and friendly advice, 
is hard to understand. Here is a field for expert 
service to hospitals by the legal profession. 


To conclude, and in answer to the question re- 
garding advanced costs and how to meet them, the 
hospital administrator can hardly more than re- 
peat the platitude—Do the best you can and keep 
on doing it, because you know that is what you 
must do, and in some way the hospital will survive. 
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The Training of Male Nurses for the 





Military Services 


The Board of Trustees of the American Hospi- 
tal Association, at its meeting on June 13, ap- 
proved the recommendation of the Council on Pro- 
fessional Practice and the Coordinating Commit- 
tee to go on record as approving the proposal for 
the training in civilian hospitals of enlisted men 
as hospital corps men or nursing technicians for 
army purposes and requested that the Surgeon 
General of the United States Army give consider- 
ation to this proposal. 


The need of trained nurse technicians for the 
military services is a definite one and the hospitals 
that are equipped to institute approved courses in 
study for these enlisted men will make a fine con- 
tribution to the war effort in tendering their teach- 
ing and instructional facilities for this purpose. 


The following communication was received in 
reply to a communication addressed to Surgeon 
General James C. Magee of the United States 
. Army coveying the action of the Board of Trus- 
tees: 

WAR DEPARTMENT 
OFFICE OF THE SURGEON GENERAL 
WASHINGTON 


Bert W. Caldwell, M.D., 
Executive Secretary, 

American Hospital Association, 
Chicago, Illinois 

Dear Doctor Caldwell: 

Your letter of July 1, 1942, relative to the reso- 
lution adopted at the meeting of the American 
Hospital Association for offering training facilities 
to the Medical Department of the Army has been 
received. 


It is very difficult at this date to estimate train- 
ing requirements, due to the unpredictability of 
the troop unit basis; however, planning is con- 
stantly in progress in an attempt to meet every 
possible contingency. In line with this policy meth- 
ods and means are under consideration whereby 
the training of certain highly selected medical and 
surgical technicians may be further fortified by 
additional courses of instruction. This in effect, 
will provide key personnel with supervisory abil- 
ity along technical lines. 

It is considered qualifying these individuals by 
progressive stages of training. The enlisted man 
will first complete four (4) to eleven (11) weeks’ 
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basic training at a Medical replacement training 
center, following which he will be sent to attend 
a two months’ course of instruction at a Medical 
Department enlisted technicians school. Upon 
successful graduation in this course he will be 
qualified for the title of Medical or Surgical Tech- 
nician. 

It is contemplated that certain qualified gradu- 
ates of the enlisted technicians school be selected 
for further training in medical and surgical nurs- 
ing procedures at approved hospitals. These men 
will be selected on the basis of special qualifica- 
tions, enthusiasm and aptitude for learning. The 
course at approved hospitals will of necessity, have 
to be intensive and carefully supervised, inasmuch 
as the duration cannot extend beyond three (3) 
months. 

It is requested that the following steps be taken 
by the Board of Trustees of the American Hospi- 
tal Association: 


1 That contact be made with the Commandant, 
Medical Department, Enlisted Technicians School, 
Fitzsimons General Hospital, Denver, Colorado, 
relative to the scope of instruction for Medical and 
Surgical technicians now being conducted at that 
school, and that copies of training programs, 
schedules, and instructors’ guides be obtained. 


2 That after study and consideration of the sub- 
ject content previously covered, a training pro- 
gram to cover an additional three months’ train- 
ing course in civilian hospitals be forwarded to 
The Surgeon General by the American Hospital 
Association. 


3 That an exact statement of the cost per course 
per student be submitted. 


4 That the names and locations of hospitals ap- 
proved for such courses be forwarded. 


5 That the name of no hospital be submitted un- 
less sufficient equipment, supplies and teaching 
facilities are on hand locally to conduct such 
courses for a minimum number of twenty-five (25) 
enlisted men. 


6 That careful consideration be given to the 
relative merits of the approved hospitals from the 
standpoint of teaching facilities, before submitting 
the names of ten (10) selected hospitals capable of 
conducting these courses of instruction. 


HOSPITALS 














7 That the name of the individual authorized to 
enter into contracts at each of the ten (10) hospi- 
tals be submitted. 

8 That a statement be made relative to neces- 
sary time interval involved between notifying the 
hospitals and readiness for receiving students. 





This communication should not be interpreted 
as meaning that active steps will be taken in the 
immediate future relative to instituting such train- 
ing courses in civilian hospitals; however, the 
above information is desired as early as practicable 
so that plans can be made for instituting a train- 
ing program of this nature, if and when conditions 
arise whereby such training will be necessitated. 


The Surgeon General wishes me to express his 
sincere appreciation for your kind offer of assist- 
ance and for your continued interest in military 
medical affairs. 


Sincerely yours, 

F. B. WAKEMAN (Signed) 

Lieutenant Colonel, Medical Corps, 

Assistant 

The program of training suggested in Lieutenant 

Colonel Wakeman’s letter is sound and with the 
cooperation of the hospitals a constant of 250 en- 
listed men can be given advanced training as 
nursing technicians if and when the program sug- 
gestion is adopted. 








Appointment of State Hospital Officers 


in Coastal States 

The Medical Division of the Office of Civilian 
Defense announces the appointment of State Hos- 
pital Officers in coastal states to direct the hospital 
program of the Emergency Medical Service under 
the State chiefs of Emergency Medical Service. 
The following have received full-time civil service 
appointments in the U. S. Public Health Service 
for these positions: 


CALIFORNIA: Thomas F. Clark, executive secre- 
tary, California Hospital Association, San 
Francisco 

ConnEcTIcuT: William O. Sweeney, administra- 
tor, Windham Community Memorial Hospital, 
Willimantic 

MAssacuHusEtTtTs: Oliver G. Pratt, administrator, 
Salem Hospital, Salem 

PENNSYLVANIA: Major Roger A. Greene, adminis- 
trator, Pottsville Hospital, Pottsville 

VirciniA: M. Haskins Coleman, secretary, Rich- 
mond Hospital Service Association, Richmond 

FourTH CIVILIAN DEFENSE REcIon: John W. Ran- 
kin, Durham, North Carolina 

The following hospital officers have been ap- 

pointed consultants in the Public Health Service 
for part-time duty: 

Marne: G. K. Lermond, Thomaston 

MarRYLAND and District or Cotumpta: J. Doug- 
las Colman, executive director, Associated 
Hospital Service of Baltimore 

New HampsuirE: Donald Steele Smith, adminis- 
trator, Mary Hitchcock Memorial Hospital, 
Hanover 

NEw Jersey: Emil O. Frankel, division of statis- 
tics and research, State Department of Institu- 
tions and Agencies, Trenton 

Orecon: Ralf Couch, chairman, Hospital Service 

Council, Portland 
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RuHopDE IsLanD: George Matteson, general sur- 
geon, Providence 
VERMONT: Laurence Campbell, hospital trustee 
and a trustee of the New England Hospital 
Assembly, Barre 
The duties of these hospital officers will be: to 
survey rural hospital facilities suitable for use as 
Emergency Base Hospitals, to supervise personnel 
arrangements for the Base Hospitals and reception 
centers for evacuated civilians, to collaborate with 
State chiefs of the Emergency Medical Service in 
controlling movements of medical and nursing 
staffs as well as of casualties in any situation af- 
fecting Emergency Base Hospitals and to perfect 
arrangements for transporting patients evacuated 
from Casualty Receiving Hospitals. 
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California Needs Public Health Nurses 


We are requested by the California State Per- 
sonnel Board to advise our readers of the need for 
public health nurses in that state through the 
following communication: 

The California State Personnel Board has 
announced that applications will be received 
from citizens throughout the United States 
for the position of Public Health Nurse, en- 
trance salary $150 a month, in the State De- 
partment of Public Health. 

The requirements for the position are pos- 
session of a valid license as a registered nurse 
in the State of California and a certificate as 
a Public Health Nurse in the State of Cal- 
ifornia, and completion of a curriculum in 
public health nursing at a recognized univer- 
sity. Candidates from other states will be ad- 
mitted to the examination provided they sub- 
mit evidence of application for a license as 
registered nurse and certificate as public 
health nurse in the State of California. 








Hospitals and The War 


A. G. ENGELBACH, M.D. 


ent in nature and in the physical appliances 

used from any recorded in history. In the days 
of the Greeks and the Romans and even in our 
Revolutionary War, foot power was the main 
mode of transport. In our war between the states, 
railroads were coming into prominence in the 
transportation of soldiers and military equipment 
and personnel. During that war the development 
of the steam-propelled and iron-clad vessels gave 
great impetus to naval equipment. The war of 1898 
added still further importance to this type of 
equipment. World War I saw the development and 
first application of still other modes of transport. 
The period from 1900 to 1917 saw the invention and 
development of the automobile, the tractor, and 
other mechanized equipment. The airplane and 
submarine were brought to a higher degree of 
effiicacy. The Spanish Revolution, 1936, was a prov- 
ing ground for many of the instruments which are 
now in use. The Japanese incident in China, 
started in 1937, has been an experimental labora- 
tory. This development of the equipment for fight- 
ing has changed not only the nature of the fighting 
but also the nature of the wounds inflicted. 


Te we are faced with a war entirely differ- 


Civilians in War 


But there is another difference. The war we face 
today is not concerned solely with the professional 
soldiers and sailors. This war includes civilians. 
During the last war, England was subjected to a 
few scattered bombings by Zeppelins, but the dam- 
age was slight. Since 1939, England, Holland, Bel- 
gium, France, Greece, Poland, and Russia have all 
been subjected to terrific onslaughts of bombing. 
We have not been able to ascertain from many of 
these countries any information as to the amount 
of damage which has been done. The extent of the 
damage in Rotterdam, where it is rumored 30,000 
citizens lost their lives, on how the hospitals, the 
surgeons, and the physicians coordinated their ac- 
tivities in taking care of the injured will not be 
known for some time. We have but one source of 
information, England, but one example from 
which we may borrow the lessons learned to pre- 
pare ourselves for such danger. 
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officer in our armed forces, is the Director of 
Cambridge Hospital, Cambridge, Mass. 








Those of us who have been concerned about 
civilian defense since shortly after September 3, 
1939, when England declared war on Germany, 
have sometimes felt that we were chasing geese, 
trying to collect tail feathers to no avail. Before 
Pearl Harbor, we were subjected to ridicule many 
times. We tried to plan how we could take care of 
the patients entrusted to us in our hospitals. We 
learned from the experience of the English the 
various items to be considered. 


Hospitals After the War 


Our concern as hospitals in a war is not only for 
the present. What we do now may lead to a de- 
cided change in the medical practice of the future. 
Of necessity, hospitals have become the centers 
for protection and health of the community. Our 
neighbors and friends no longer look upon the 
hospital as a death house, “a land from whose 
bourne no traveler returns.” It is looked upon as 
an essential for the well-being of the individual 
and the community. 


The medical personnel available through the 
ordinary citizenry will be reduced by the demands 
of the military. The concentration of defense work- 
ers will shift the load from one area to another. 
It is this shift of population which taxes the facili- 
ties of communities in which plain, old-fashioned 
neighborliness has heretofore performed a good 
many of the duties of the hospital. With the influx 
of a group of strangers, this factor is lost and the 
demand for paid medical service is increased. Doc- 
tors, their patient load increased, will more often 
request patients to come to the hospital and, if 
such could be provided, would appreciate offices 
and examining rooms within the hospital walls. 
Such changes, coming now, may well be carried on 
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after the war. An entirely new method of medical 
care to patients may be sired by our present urgent 
need. It is easy to imagine the hospital becoming. a 
center about which the entire medical care of pa- 
tients, including the public health as well as indi- 
vidual disabilities, will revolve. Such a concept, 
borne in mind as we plan for the hospitals in this 
war and in the immediate future, can give con- 
creteness to our efforts, increase our efficiency, 
and help us to delegate responsibilities judiciously. 
In this way, we shall be well prepared for the great 
task which will fall to hospitals after the peace, 
that of providing and caring for those to whom a 
hospital may be a home for a long time. 


Preparing for the Care of the Civilian Population 


In the preparation of our hospitals for the care 
of the civilian population, discretion and judgment 
must be used as to the amount and extent of prep- 
arations to be made in a given community. It is 
not logical or reasonable that huge expenditures 
should be made which, on taking the long view, 
cannot be considered as productive or necessary. 
All programs should be thoroughly considered in 
relation to the particular institution in question 
before being executed. 


The more thorough cooperation between hos- 





pitals, recommended for so many years, is needed 
even as the cooperation of organized groups and 
individuals is needed now. Now is the time, and 
here is the opportunity to awaken in the commu- 
nity an intelligent and personal interest in the hos- 
pital as a focal point of that community. In our 
present effort to acquire sufficient personnel, vol- 
unteers, trained through another organization and 
interested in the health and happiness of their fel- 
lows, will prove invaluable in the awakening of 
such an interest, while, at the same time, we are 
providing these volunteers with the experience 
that will make them dependable in a crisis. This is 
but one instance of the type of cooperation which, 
if expertly handled now, will lead to a highly com- 
plex and profitable cooperative effort to provide 
the best in medical care for the individual, the 
greatest effort ever seen in the history of the 
world. 


As hospital administrators, we are finding now 
more cooperation from all employees, on all levels, 
than we have ever had before. It behooves us, 
therefore, to prepare our hospitals now for the 
work which they must surely do after the peace 
and for those great emergencies which we hope 
will never come but for which, by the very nature 
of our work, we are obligated to be ready. 





Hospitals To Receive More 


Under date of July 9 a communication was ad- 
dressed to Mr. A. E. Bowman of the War Produc- 
tion Board advising the need for a larger allowance 
of sugar for use in hospitals, and requesting the 
Sugar Branch of the Food Rationing Division to 
give consideration to this need. 


The following communication from Mr. J. 
Howard Westing, Rationing Executive of the Sugar 
Branch, Food Rationing Division, indicates the ac- 
tion taken on the request: 


OFFICE OF PRICE ADMINISTRATION 
Washington, D.C. 
July 22, 1942 
In reply refer to: 744: JT 
Bert W. Caldwell, M.D. 
Executive Secretary 
American Hospital Association 
Eighteen East Division Street 
Chicago, Illinois 
Dear Doctor Caldwell: 


Your letter of July 9, 1942, addressed to Mr. A. E. 


August 1942 


Liberal Sugar Allowances 


Bowman of the War Production Board, relative to 
the need for a larger allowance of sugar for use in 
hospitals, has been referred to this Office for reply. 


We have authorized local Boards to grant in- 
creased allotments to institutional users of sugar 
where such users have had an increase in the num- 
ber of meals served. We are also currently studying 
the sugar needs of hospitals in order to determine 
if any further relief may be given in this connection. 
The local War Price and Rationing Boards will be 
promptly notified if it is determined that allotments 
to hospitals can be increased. 


Very truly yours, 
J. HowarD WESTING 
Rationing Executive 


Sugar Branch 


Food Rationing Division 
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The Advantages and Dangers of Blood 





and Plasma Banks 


Prepared for the American Hospital Association 


JONATHAN E. RHOADS, M.D. 


Foreword 


HE AMERICAN HOSPITAL ASSOCIATION and the 
[ axttos are greatly indebted to a number of 

physicians throughout the United States and 
Canada for valuable suggestions and criticisms of 
the preliminary draft of this manuscript. These 
men constitute a representative group of investi- 
gators and administrators interested in blood and 
plasma banks in North America. Many of their 
suggestions have been incorporated in the present 
text. It has not been possible to bring the text into 
full alignment with the views of all of these men 
as opinion varied on certain points. In order to 
avoid giving the impression that the manuscript 
as a whole is endorsed by them no individual ac- 
knowledgements have been made. Their counsel 
has been drawn on very freely and the manual is 
now in substantial agreement at almost all points 
with a majority of the views expressed. 


No attempt has been made to present a complete 
review of the literature. The work of various au- 
thors is referred to in substantiation of certain 
points but such references do not necessarily imply 
priority. Reference to many other excellent 
papers on the subject has been omitted solely for 
the sake of brevity. 

The manuscript was prepared with the purpose 
of presenting the advantages and the dangers of 
blood and plasma banks so that members of hos- 
pital staffs who were considering the establish- 
ment of such banks could familiarize themselves 
with the subject as quickly as possible and, with 
the purpose of answering some of the questions 
which arise in connection with blood banks both 
before and after their inauguration. 

* * * 


Blood transfusion became practical only after 
blood types were recognized and _ satisfactory 
methods for typing and cross agglutination were 
developed. Before this was accomplished trans- 
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fusion had earned itself a bad name. Consequently, 
it was practiced with great caution in many hos- 
pitals between 1915 and 1920. It was believed to 
be important to give the blood as soon as possible 
after it was drawn and to cross match each donor 
with the recipient after his last transfusion. With 
this system every transfusion was custom made 
and a large portion of the intern’s time was often 
taken up with the transfusion of one patient. 


The realization that blood could be stored for pe- 
riods of several days with little if any danger 
made it possible to put transfusion on more of a 
mass production basis. Now the donors are tapped 
regardless of type. The blood of several donors is 
drawn when it is convenient, either before or after 
the patient for whom the donors came to the hos- 
pital has received a transfusion from the bank. 
The necessary laboratory tests are done in large 
groups or batches by technicians who are special- 
ists in these tests and the blood is made available 
not only in one-half pint or pint quantities but in 
quart and one-half gallon amounts when needed. 
The blood storage depot or blood bank as it is 
usually called, has been rapidly adopted by many 
hospitals throughout the country. This change was 
stimulated by an increased demand for blood and 
a new demand for plasma due to broadened con- 
ceptions of the indications for transfusion. 


The Broadening Indications for Blood Transfusion 

Blood transfusion was first used to replace blood 
loss. Soon it came into use in the treatment of 
anemia, that is for the replacement of the oxygen 
carrying capacity of the blood. Continuous study 
has resulted in the recognition of new functions of 
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the blood and in the recognition of-deficiencies of 
certain constituents of the blood. 


Now transfusion is recommended for the re- 
placement of the red blood cells in anemia, to sup- 
ply a stimulus for the manufacture of new leuko- 
cytes in agranulocytic angina, for the replacement 
of the thrombocytes or platelets in thrombocyto- 
penic purpura, for the replacement of plasma vol- 
ume in shock, for the replacement of plasma pro- 
tein in hypoproteinemia, for the replacement of 
prothrombin when a deficiency of this factor can- 
not be overcome with vitamin K, for the passive 
transfer of immune bodies to increase resistance 
to infection, and to stop hemorrhage when other 
methods fail to maintain the coagulability of the 
blood as in hemophilia. 


Almost all of these deficiencies have been known 
to exist in certain patients for a long time. Their 
significance has not always been realized fully. 
Hypoproteinemia is a good example of this. In its 
severe chronic forms this condition has been 
known for centuries as hunger swelling, prison 
dropsy, etc. It is now known that it frequently ap- 
pears in surgical patients especially those suffer- 
ing from disease of the gastrointestinal tract. Rav- 
din and his associates have shown that it delays 
the emptying time of the stomach, that in patients 
after gastric operations it may produce persistent 
vomiting, that it may prevent normal wound heal- 
ing and so result in wound rupture and eviscera- 
tion. It seems also to delay the formation of callus 
in experimental fractures and there is recent evi- 
dence that it is a conditioning factor for the de- 
velopment of bed sores and so-called trophic 
ulcers. 


The realization that hypoproteinemia, which for- 
merly was little more than an abstract idea, has 
practical bearing on such matters as the success 
of gastric operations and the disruption of wounds 
has greatly increased the demand for transfusion. 


The need of such patients for blood has been 
there always but it is only recently that it is being 
fully realized. The extent of this change in civilian 
hospitals is surprising. In a recent survey of the 
use of transfusion at the Pennsylvania Hospital in 
Philadelphia, Dr. John T. Bauer found that the 
number of transfusions had increased about 300 
per cent between 1935 and 1940. 


The Advantages of Plasma Transfusion and Its 
Special Indications 

The cells of the blood are heavier than the fluid 

component by about 6 grams per 100 cubic centi- 

meters. If clotting is prevented they slowly settle 


* out upon standing. This separation can be greatly 


accelerated by centrifugation but as the blood has 
to be transferred to special bottles capable of with- 
standing the high pressures built up in the centri- 
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fuge and as these bottles and the equipment for 
the transfers have to be sterilized, this procedure 
is somewhat cumbersome. In many banks the 
supernatant plasma is merely aspirated after the 
cells have settled by gravity. 


Plasma can be given without typing or cross 
matching because usually it is sufficiently diluted 
by the recipient’s plasma to prevent agglutination 
of the cells. Thus it can be given in acute emerg- 
encies in which time for matching blood—seldom 
less than half an hour including procurement of 
specimens—cannot well be spent. Furthermore, 
severe reactions are much less common than with 
the whole blood. The plasma of several donors 
should be pooled if possible as an additional safe- 
guard against a reaction caused by a particular 
plasma of unusually high titer. 


The second great advantage of plasma is that 
it can be stored for long periods of time in an ice- 
box without deterioration. In the frozen state it 
can be stored safely for periods of over a year. 


A third advantage is that it can be concentrated 
or even dried in vacuo from the frozen state. In 
the dried state it can be stored indefinitely at room 
temperature. The processing is expensive and as 
it is not an essential part of the operation of blood 
banks in civilian hospitals it will not be discussed 
in detail here. 


It has been shown by Best and Solandt that 
shock produced by hemorrhage is fatal on account 
of the decline in blood volume rather than on ac- 
count of the decline in the oxygen-carrying capac- 
ity of the blood. They found that plasma was en- 
tirely satisfactory in saving the lives of their ex- 
perimental animals after hemorrhage and it is 
now a matter of clinical experience also that 
plasma is effective in the treatment of shock as- 
sociated with hemorrhage unless there is a pre- 
existing anemia or unless there is continued blood 
loss (Elliott, Tatum and Busby). 


There are certain conditions in which plasma is 
needed but in which the red cells appear to be un- 
desirable. In severe burns and in certain other 
types of shock there is a loss of plasma without 
much loss of cells. The blood becomes thick and its 
viscosity increases far out of proportion to the rise 
in cell volume from a normal of 45 per cent to 55 
or 60 per cent. The addition of whole blood adds 
cells to a circulating fluid that is already too thick 
and if the plasma in the transfused blood is lost by 
the recipient a further rise in the cell volume is to 
be expected. 


The loss of plasma in burns frequently amounts 
to 40 per cent by volume and to over 50 per cent 
in terms of grams of circulating plasma protein. 
Almost all of this loss occurs within a few hours. 
Not only does this loss need to be replaced but as 





81 








the leakage of plasma continues for at least 24 to 
48 hours it has several times been necessary to 
give more plasma than the patient originally had 
in his entire circulation. This may amount to over 
3 liters or the amount of plasma derived from ten 
or twelve donors. The practical difficulties of se- 
curing this number of donors, doing the serological 
tests for syphilis, drawing the blood, and separat- 
ing the plasma after the patient is burned are 
almost insuperable, but with a blood and plasma 


bank such treatment may be given and we feel 


that several patients treated in this way owe their 
lives to the availability of large volumes of plasma. 


During long operations it is frequently neces- 
sary to add to the blood volume. Either blood or 
plasma may be used but the immediate availabilty 
of stored plasma without cross matching, its mis- 
cibility with other fluids used for intravenous infu- 
sions, its lower viscosity—permitting a better flow 
through a small needle—all make it the agent of 
choice for treatment of shock on the operating 
table. 


The relative value of plasma and serum has 
been the subject of dispute. Plasma is separated 
from citrated blood and contains the fibrinogen 
whereas serum is separated from clotted blood and 
does not contain the fibrinogen. The fibrinogen is 
of little importance from the standpoint of colloid 
osmotic pressure. There are two important differ- 
ences between plasma and serum. The first is that 
certain investigators believe that serum is more 
likely to cause reactions than plasma unless spe- 
cial care is taker in its preparation. The second is 
that masses of fibrinous material of various size 
form in plasma after prolonged standing; this does 
not occur in serum. This disadvantage of plasma 
is readily overcome by filtering it through gauze 
shortly before its administration. 


From the standpoint of the operation of a blood 
bank there are practical advantages in favor of 
plasma because it is a natural by-product of cit- 
rated blood which is not used within the safe 
period for the storage of whole blood. 


The Effect of Storage on the Constituents 
of the Blood 


Any discussion of this subject must take into 
consideration the temperature at which the blood 
is stored. For instance Panzer found, in the labor- 
atory of the Harrison Department of Surgical Re- 
search, that the prothrombin concentration of the 
blood would decline further in 12 hours at 37° C. 
than in a week at 4° C. Similar differences have 
been noted for the fragility of red blood cells by 
DeGowin, Harris and Plass. It is probable that 
some of the discrepancies in the literature on the 
effect of storage on certain of the constituents of 
blood are to be explained by differences in the 
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promptness and thoroughness with which the 
blood is refrigerated. 


The accepted temperature for blood storage is 
4° C. and the following data assembled from the 
literature are based on storage at or close to this 
temperature. Except where otherwise stated the 
data refers to citrated blood stored without dilu- 
tion with dextrose solution. 


Red Blood Cells—Storage affects the fragility of 
the red cells. In the blood bank at the Hospital of 
the University of Pennsylvania, Allen found that 
after one week the cells hemolyzed in sodium 
chloride solutions with concentrations of 0.6 per 
cent as compared with concentrations as low as 
0.35 to 0.45 per cent required for hemolysis of 
normal red blood cells. Furthermore, some of the 
cells hemolyzed when transferred to physiological 
saline solution (0.85 per cent). 


DeGowin, Harris and Plass found that actual 
hemolysis occurred in all stored blood after long 
periods of time but that the amount of hemolysis 
could be decreased at least 96 per cent by the ad- 
dition of a large quantity of dextrose solution as 
suggested by Rous and Turner. The amount of 
dextrose used by DeGowin, Harris and Plass was 
for 10 parts of blood. 


— 13 parts of 5.4 per cent aqueous solution of 
anhydrous dextrose 

with 2 parts of 3.2 per cent aqueous solution of 
dihydric sodium citrate. 


The actual red blood cell count does not decrease 
in citrated blood in a 15 day period (Drew and 
Scudder) nor in heparinized blood in a 30 day 
period according to Drew, Edsall and Scudder. 
Fox reported a number of instances of hemolytic 
jaundice following the transfusion of stored blood. 
Strumia observed that transient jaundice often 
occurs after the transfusion of blood stored for 
over 10 days. It occurs less frequently with blood 
from 7 to 10 days old and very seldom with blood 
less than 5 days of age. This is no doubt another 
aspect of the same phenomenon and has led to 
several studies on the survival of the red blood 
cells of stored citrated blood after transfusion. The 
technic consists essentially in the transfusion of 
the blood of a universal donor tova Type A or B 
patient. At intervals after transfusion samples are 
drawn from the recipient, the recipient’s own cells 
are agglutinated out by the addition of the appro- 
priate serum and the remaining cells counted. A 
certain correction is made for non-agglutinable 
cells in the recipient’s blood before the transfusion. 


Using this technic varied results have been ob- 
tained but the consensus of recent reports is that 
whereas the red cells of fresh blood survive up to 
95 days, with 7-day-old blood 70 per cent of the 
red cells survive 14 days (Maizels and Paterson), 
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with 11-day-old blood some celis survive up to 70 
to 90 days (Mollison and Young), and in general 
the red cells of blood kept the usual lengths of 
time survive long enough to be useful (Bushby, 
Kekwick, Marriott and Whitby). Levine found 
that the life of the cells of 3-day-old blood was 80 
days, 10-day-old blood 60 days but 14-day-old 
blood only 20 days. 

Certain other properties of the red cells have 
been studied. Austin found little change in the 
oxygen carrying capacity up to 10 days. The potas- 
sium content of the cells goes down and their 
sodium content goes up. The reverse occurs in the 
plasma (Scudder, Drew, Tuthill and Smith). This 
indicates a change in the permeability of the red 
cell membranes. The extent to which this occurs 
was given by Maizels and Paterson. Sodium rose 
to 142 milligrams per cent in the cells but fell 
again to 33 milligrams per cent after the cells had 
been placed in the circulation of the recipient for 
a few days. 

The question of whether the excess potassium in 
the plasma would have a toxic effect on the reci- 
pient was studied by DeGowin, Hardin and Harris, 
who concluded that their mixture (which is 40 per 
cent blood) would not be toxic at rates of admin- 
istration up to 43.3 cubic centimeters per minute. 
DeGowin, Harris and Plass found that the diffu- 
sion of the potassium from the red cells proceeded 
rapidly for 5 days and then slowly to a maximum 
in 15 or 20 days. 

The White Blood Cells—The leukocytes begin 
to show degenerative changés within 24 hours and 
their phagocytic activity for the Beta hemolytic 
streptococcus, for the staphylococcus aureus and 
for the colon bacillis is definitely reduced in 72 
hours (Hoxworth and Skinner). 

According to Bull and Drew, the leukocyte 
count falls 50 per cent within the first 24 hours 
and then declines more slowly. The neutrophils 
fall first and the eosinophils and basophils are 
more resistant. 

The Platelets—There is general agreement that 
the platelets disappear rapidly from stored blood 
(Bull and Drew, and Belk, Henry and Rosenstein). 
Drew and Scudder found that the platelet count 
fell to below 100,000 in 24 hours and to 40,000 in 
3 days. A report in the French literature, how- 
ever, states that in 3 cases of acute thrombopenia 
the hemorrhages were stopped by transfusion of 
blood stored 10 days. The liberation of thrombo- 
plastin into the plasma by the disintegrating plate- 
lets and disrupted cells might compensate for the 
platelet deficiency in the recipient (Smith). 


Inorganic Solutes—The exchange of potassium 
and sodium between cells and plasma has already 
been discussed. Scudder, Drew, Tuthill and Smith 
found that the calcium concentration remained 
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constant after 9 days—in citrated blood the cal- 
cium is largely in the form of nonionizable calcium 
citrate—the magnesium diffused too slowly to be 
toxic, the ammonia nitrogen rose one milligram per 
100 cubic centimeters in 4 days, the carbonate and 
chloride ion concentrations fell and the phosphate 
ion concentration rose. None of these changes were 
believed to injure the recipient directly. The rise 
in the ammonia content may affect the permeability 
of the red cell membranes. 


The Serum Protein—The serum protein concen- 
tration remains fairly constant in stored blood. 
That certain changes do occur is suggested by the 
electrophoretic curves obtained by the Tiselius 
apparatus (Scudder) but these changes are not 
known to be of practical significance. .Kremerman 
states that proteolysis is not a danger in the use 
of stored blood. 

Prothrombin—Investigations are at variance re- 
garding the degree of the decline in prothrombin 
activity but all are agreed that there is a decline. 
Rhoads and Panzer, Quick, Lord and Pastore— 
using Quick’s methods for the determination of 
prothrombin—found relatively rapid declines (up 
to 50 per cent in 3 days). Lord and Pastore—using 
the method of Smith, Warner and Brinkhous—and 
several other groups found only slow declines. 
The value of transfusion for prothrombin defi- 
ciency lies in the excess of the prothrombin content 
of the donor’s blood over the prothrombin level at 
which hemorrhage will stop in the patient. It is, 
therefore, readily seen that if this level is 20 per 
cent that fresh blood from a normal donor should 
be twice as effective as blood containing 60 per 
cent of the normal level. 

Complement and Antibodies — Hoxworth and 
Skinner state that complement is well preserved 
for 14 days but that the bactericidal activity for 
the Beta hemolytic streptococcus, for the staphylo- 
coccus aureus and for the E. coli is decreased after 
7 days. 

Summary—From this partial summary of the 
literature it seems fair to conclude that citrated 
blood stored at 4° C. is satisfactory for the replace- 
ment of red blood cells for 5 days but that after 
7 days it is liable to produce jaundice in the recip- 
ient. Many of the cells transfused will live for 
several weeks. 

Unless the blood is stored less than 24 hours it 
will have lost a large proportion of its leukocytes 
and platelets. Therefore, it seems better to insist 
on fresh blood when the transfusion is indicated 
to replace either of these two constituents. 

For hemorrhage due to prothrombin deficiency 
stored blood may be of some value but is definitely 
inferior to fresh blood and individual bottles may 
be greatly inferior. 

For building up resistance to infection the value 
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Apparatus for taking blood from the donor by the closed 
method: (a) needle; (b) two hole rubber stopper which 
fits the graduated bottle; (c) drip bulb which acts as a 
trap in case saliva should penetrate the cotton plug in the 
glass tip—if mechanical suction is used the drip bulb may 
be omitted ; (d) glass tip containing absorbent cotton plug; 
(e) storage bottle which is sterilized with a paper cover; 
(f) the sterility of the inside of this cover is maintained 
as is the neck and lip of the bottle. After the blood is 
drawn the cover is replaced and tied snugly in place. 


of stored blood is unsettled. Certain specific im- 
mune sera have been successfully preserved for 
long periods of time in the dried state by McGuin- 
ness, Stokes and Mudd. On the other hand, the 
antibacterial activity for three common bacteria is 
decreased after 7 days. The leukocytes do not last 
this length of time. It would seem wiser in the 
present state of our knowledge to use fresh blood 
for this purpose except when a specific antiserum 
of established potency is available for the purpose 
in view. 

For hypoproteinemia and for shock stored blood 
is satisfactory as long as the red cell fragility is not 
significantly increased. After this time (6 days 
according to Fox) the cells may be separated and 
the plasma will be satisfactory for at least a month 
and probably for a considerably longer period. 

Bank blood and plasma are, therefore, suitable 
for all the common indications for transfusion, 
anemia, hemorrhage, shock, and hypoproteinemia, 
but should not supplant fresh blood for the less 
common indications, agranulocytosis, thrombocy- 
topenia, hypoprothrombinemia, and poor resist- 
ance to infection. 


The Practical Advantages of a Blood Bank 

There are three important advantages in the use 
of a blood bank. The first is that it permits sys- 
tematic collection and testing of donors’ blood. 
This means a great saving of time. If eight trans- 
fusions are required in the various departments of 
a hospital between 4:00 a.m. and midnight it will 
frequently be necessary to perform serological 
tests at three or four different times if there is no 
blood bank. If there is a blood bank all of these 
tests will be run once a day and the blood previ- 
ously tested will be ready for use. 


Furthermore, if the laboratory work through 
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the day is performed by technicians and that at 
night performed by house officers, it is probably 
better to have all these tests run during the day 
so that they will be done by the same person. All 
the blood can be typed and tested for sterility by 
the technical staff and a majority of the cross 
matchings also can be done in the daytime. It is 
still necessary to do cross matchings for emergen- 
cies at odd hours but here the use of plasma which 
requires no cross matching has greatly reduced 
the need for whole blood. 


The second important advantage of the blood 
bank is that it facilitates the separation of plasma. 
A few persons used plasma before the develop- 
ment of blood banks but in spite of the fact that 
its theoretical advantages were known its practi- 
cal value was not recognized until it became avail- 
able in quantities as a natural by-product of blood 
stored too long for the safe use of the cells. Where 
it is available its value has been rapidly endorsed 
by frequent calls for it. Thus at the Pennsylvania 
Hospital it was used during the past year one- 
third as often as whole blood. 


It seems definitely superior to whole blood in 
the treatment of shock due to burns and in other 
forms of shock when the hematocrit reading is 
high. It is more satisfactory for the support of 
patients during long operations because it is more 
easily administered and there is less chance of 
reaction. 


The third important advantage of blood and 
plasma banks is the availability of large amounts 
of blood or plasma on short notice. Formerly a 
500 or 600 cubic centimeters transfusion was ac- 
corded patients in shock and it was then consid- 
ered good practice to cross match the patient’s 
blood with the next donor before giving another 
500 or 600 cubic centimeters amount. We now 
realize that 2000 or 3000 cubic centimeters of blood 
given continuously makes some operations possi- 
ble which could not have been successfully per- 
formed in the past. 


A striking example is that of a girl admitted to 
the Hospital of the University of Pennsylvania 
shortly after the establishment of a blood bank 
there. She had been in an automobile accident 
and had sustained a head injury and a contusion 
of the abdomen, as well as multiple lacerations. At 
first the head injury seemed to be the most threat- 
ening factor but at the end of four hours the ab- 
dominal signs became prominent and it was appar- 
ent that she would require a laparotomy. The 
blood pressure fell to 70 about this time and all 
the signs of profound shock appeared. While the 
first 500 cubic centimeters of blood were running 
in three more pints of blood were cross matched. 
The operation was begun at the end of the first 
pint. A rupture of the liver with a long tear near 
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the hilum was found and sutured with consider- 
able difficulty. Throughout the procedure blood 
ran into a vein and the blood pressure rose pro- 
gressively. At the end of the operation she had a 
total of 2000 cubic centimeters of blood and her 
blood pressure was normal. Her subsequent re- 
covery was uneventful. 

Such situations are unusual on any one service 
but when one includes certain cases of bleeding 
peptic ulcer, certain cases of ruptured ectopic 
pregnancy and an occasional case of unexpected 
severe hemorrhage during operation or delivery, 
the majority of large hospitals will have several 
cases annually in which the availability of stored 
blood and plasma will appear to save a life. 


A lesser advantage is the facility with which 
blood may be saved from patients in which less 
than the anticipated amount had to be given and 
used for patients who could not furnish an ade- 
quate number of donors. In the past certain pa- 
tients who could not afford professional donors 
had to go without needed transfusions if their 
friends or relatives were of the wrong types. With 
a blood bank this situation is met by exchanging 
blood from the patient’s donors for blood from 
donors of the correct type. Another minor advan- 
tage is the greater facility with which blood of the 
less common blood types is made available. Before 
the days of the blood bank the interns of one Phil- 
adelphia hospital had to type one hundred pros- 
pective donors in order to obtain one type AB 
donor for a particular patient, and a dozen or so 
typings was not uncommon in looking for types 
B and AB. With a blood bank in operation avail- 
able donors are tapped regardless of type and as 
the types among donors are distributed in the 
same proportion as types among recipients the 
various kinds of blood are usually available in the 
proportions required. 


On occasion a few patients of an unusual type 
will require multiple transfusions at the same time 
and the demand for this type of blood will exceed 
the supply in the bank. Under these circumstances 
it seems justifiable to sell bank blood supplied by 
friends of ward patients to private patients and to 
use the proceeds to buy scarce types of blood for 
ward cases whenever the demand exceeds the 
supply, without limiting the indications. 


The disadvantages are: (1) the waste of blood 
that turns out to have a positive Wasserman; 
(2) the waste of cells that are not used within a 
suitable time; (3) the blood bank saves so much 
laboratory work that there is a tendency for the 
members of laboratory staffs to discourage the use 
of fresh blood transfusions even for the special 
purposes for which stored blood is unsuitable; and 
(4) the postponement of needed transfusions be- 
cause there is no blood in the bank. 
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The first disadvantage could be overcome by 
testing the serology prior to tapping the donor but 
as in almost all areas only the occasional blood 
donation has to be discarded on this count this is 
not often done. The donor is of course repaid for 
his blood by the information that he needs anti- 
luetic treatment. In the future it may be possible 
to use stored blood or plasma from luetic patients 
with safety, but in view of the medicolegal aspects 
of the situation it does not seem safe to endorse 
such a practice as yet. Turner, Bauer and Kluth 
and Turner and Diseker have studied this prob- 
lem and believe that the treponema pallidum 
loses its infectivity under conditions obtained in 
blood banks. 


The waste of cells is the inevitable price of the 
added availability of the blood. The advantage of 
having a supply of plasma more than compensates 
for it. 


The third and fourth disadvantages should not 
arise; nevertheless, they do arise in some hospitals 
and the organization of the blood and plasma 
banks should take them into consideration. 


The incidence of reactions following the use of 
stored blood has been satisfactorily low in several 
long series (McGowin and Hardin, Hneleski, Hox- 
worth and Skinner) so that there would not ap- 
pear to be any disadvantage to the use of stored 
blood in this connection as long as it is used early 
enough to avoid jaundice (not over 5 days). 


The Equipment Required for a Blood Bank 


There is much difference of opinion regarding 
the best types of container for blood storage. A 
relatively tall narrow container reduces the area of 
the interface between the sedimertted cells and the 
plasma. This is said to retard the shift of potassium 
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Apparatus for giving the blood or plasma to the recipient: 

(a) graduated burette; (b) two layers of gauze placed 

across the top to act as strainer; (c) drip bulb; (d) Luer 
Kaufman syringe. 
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from cells to plasma to delay the onset of hemo- 
lysis and to give a greater yield of plasma (Scud- 
der). However, these are probably not essential 
advantages. Other investigators have attached 
much importance to using a flask in which the 
stopper can be replaced with one with a tube 
through it so that the flask need only be inverted 
when the transfusion is given. Again the advan- 
tage of this system does not seem paramount and 
any flask or bottle which can be efficiently cleaned, 
sterilized and stoppered in a way that will main- 
tain the sterility of the mouth of the container as 
well as of its contents should be satisfactory. 


It is important that the blood be drawn by-a 
closed ‘method. Figure 1A illustrates one accept- 
able type of apparatus. The sample for typing, 
cross matching and for serology are taken in sep- 
arate tubes and fastened to the flask along with 
an identification card. The flask need then be 
opened only once, to test its sterility. Some lab- 
oratories have dispensed with this test but the 
more conservative opinion remains in favor of 
testing the sterility of stored blood routinely. 


The most important item of new equipment for 
a blood bank is an efficient refrigerator of suffi- 
cient capacity. It is preferable, though not essen- 
tial, to have the refrigerator equipped with a re- 
cording thermometer. It is unwise to permit the 
use of the refrigerator for other purposes as fre- 
quent opening of the door allows the temperature 
to rise. 


Any arrangements for typing and cross matching 
that have proved satisfactory for fresh blood trans- 
fusions should prove satisfactory with stored 
blood. ; 


The blood may be administered with the usual 
intravenous infusion apparatus provided that two 
or three layers of sterile gauze cover the top of 
the burette so as to act as a strainer when the 
blood is poured in. If more than a single pouring 
is required this strainer should be protected from 
air-borne bacteria by means of a second sterile 
gauze cover laid over the top between pourings. 


The blood should not be heated before infusion 
as this tends to increase the incidence of reactions. 
It may be given cold or may be allowed to stand 
at room temperature prior to its administration. 


Plasma may be separated by aspiration with 
another donors’ set after the cells have settled out. 
It is an advantage, however, to have sterile 250 
cubic centimeter centrifuge bottles into which the 
blood can be transferred with sterile precautions 
in the event that plasma is needed suddenly at a 
time when none has separated. Almost all stand- 
ard laboratory centrifuges can be fitted with a 
head and trunion cups capable of swinging the 
250 cubic centimeter bottles. 
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kB 
Blood flask suitable for receiving, storing and giving the 
blood (employing the Fenwall blood administration unit.) 
(2A) Flask fitted with attachments for drawing the blood 
from the donor: (a) needle; (b) two hole rubber stopper; 
(c) drip bulb used as a trap. (2B) Flask fitted with a spe- 
cial cap which permits the blood to flow out through 
strainer when the flask is inverted: (a) special cap shown 
in detail in 2C; (b) drip bulb; (c) needle. (2C) Special 
cap which permits air to flow into the bottom of the flask 
through tube (a) as blood is strained through narrow slit 
in outer tube marked b; (c) rubber cap for flask; (d) rub- 
ber connection which allows the apparatus to be taken 
apart for cleansing. 


It is of the greatest importance that all of the 
equipment with which the blood comes in contact 
be properly cleaned, dried and sterilized. Freshly 
distilled water should be used and the drying and 
sterilizing steps should follow the final rinse 
within a few hours so that there will be no oppor- 
tunity for the growth of pyrogenic organisms on 
the wet surfaces. 


The Organization of a Blood Bank 


The Philadelphia General Hospital has a donors’ 
clinic staffed by nurses who have learned to do 
venipunctures. Except for large hospitals this 
plan, while ideal in many ways, will probably not 
be practical and the blood will continue to be 
drawn by members of the house staff. 


Some blood banks are run by careful accounting 
methods according to which the deposits from 
each service are carefully balanced against the 
withdrawals and amounts discarded on account of 
serology, contamination, or age. Other blood banks 
are operated much more loosely. At the Pennsyl- 
vania Hospital the relatives of nearly every seri- 
ously ill patient are asked to furnish two or 
more donors “to have blood ready in case it is 
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needed.” This system has worked unusually well 
and while it is true that the families of some pa- 
tients are bled needlessly from their viewpoint, 
they have the assurance that if their sick relative 
needs more blood than they can supply it will be 
forthcoming. 


The particular plan for collecting the blood in 
each hospital need not be the same but there are 
two features of the organization which should be 
universal. The responsibility for the management 
of the blood bank should be vested in one person, 
usually either the chief resident or the director of 
the laboratory, and all untoward reactions should 
be systematically and promptly reported to this 
person. 

It is usually an advantage to place the responsi- 
bility for typing and cross matching on two or 
three permanent employees rather than on a con- 
stantly changing group of interns. The disadvan- 
tage is that if the interns must be responsible from 
5:00 p.m. until 9:00 a.m. they may need the prac- 
tice of doing the cross matching through the day- 
time too. No one form of organization will fit all 
hospitals to the best advantage. 


In order for a bank to operate efficiently for 
citrated whole blood about 50 transfusions a month 
are required. Even at this rate there will seldom 
be fresh Type AB blood on hand when it is needed. 
However, if bank blood is occasionally sold, blood 
of unusual types can be bought when needed. In 
smaller hospitals a plasma bank can be operated 
successfully or blood diluted with glucose solution 
and citrate solution, as recommended by DeGowin, 
can be used and stored for longer intervals than 
is safe with the ordinary citrated blood. 


Four Suggested Rules Governing the Use of 
Stored Blood 
1 Use the cells within 5 days unless the blood has 
been stored with a special preservative such as 
DeGowin’s modification of the Rous-Turner 
solution. 


2 Use the plasma within 30 days unless it is stored 
in the frozen state. 


3 Do not depend on stored blood as a source of 
leukocytes, platelets, or prothrombin, nor of 
antibacterial substances unless they can be dem- 
onstrated. 


4 Do not allow the bank to become bankrupt. An 
empty bank is far worse than no bank at all. 
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A Biological and Pathological Laboratory 


Plans and Organization 


RALPH S. MUCKENFUSS, M.D. AND J. B. BASIL, R.A. 


importance in the satisfactory operation of a 

hospital. This development is so recent that 
many hospitals have found themselves without 
the necessary space and facilities for expanding 
their laboratory service. Even in recently con- 
structed hospitals provision for the laboratory is 
frequently inadequate in area or provision for 
proper equipment. 


T= laboratory has assumed a position of major 


Organization 


Laboratory organization will vary with the size 
and type of hospital, but certain essential features 
are common to all. Each laboratory must have a 
director, competent technicians, and nontechnical 
workers for handling glassware and animals, and 
for cleaning. 


The location of the laboratory is preferably on 
the first or second floor, with as many laboratory 
windows as possible facing in a northerly direc- 
tion. If the laboratory serves only patients in the 
hospital, an outside entrance is not necessary, ex- 
cept for a service entrance. This latter is desirable 
since animals must be delivered and they should 
not pass through parts of the hospital devoted to 
the care of patients. If, as is the case in many 
county hospitals, the laboratory also serves the 
Health Department and practicing physicians, an 
outside entrance is necessary. 

Flexibility in initial planning is essential, since 
new discoveries are constantly changing the de- 
mands for laboratory service. The plans developed 
here provide for movable partitions, so that the 
size of rooms may readily be altered to meet the 
space requirements. Additional space should be 
provided, since experience shows that inadequate 
space is a frequent fault, while excessive space is 
rare. 


The plan developed is for a combined hospital 
and public health laboratory which is assumed to 
serve both the needs of an average general hospi- 
tal accommodating approximately 500 patients and 
also the public health requirements of a city of 
300,000 population. The only space that is fixed is 
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that provided for glassware washing, sterilization, 
and media preparation. The remaining area of the 
laboratory is assumed to be flexible. 


In operation, it is preferable that all specimens 
be delivered to one location, thus avoiding loss of 
specimens or failure of prompt examination. The 
method of recording specimens on accession will 
vary, but the general principle is that serial num- 
bers are assigned, so that the director can glance 
through the records and find the status of every 
specimen received at any time. 


Plan Analysis 


In planning a laboratory careful consideration 
must be given by the medical authorities con- 
cerned to: 


Specific service activities to be performed 


Staff required for the performance of such 
services 


Magnitude of work to be performed 


With these basic facts established, area require- 
ments may be predicated and a general segrega- 
tion of units be determined. The coordination of 
divisions in proper relationship to each other and 
to the general planning scheme will be assisted 
considerably by resorting to a scheme indicating 
in a physical manner, the flow of staff and work 


procedure. 
Division of Units 
The pattern of an organization indicated in 
“Flow Chart” contained herein, divides the lab- 
oratory into four divisions, for example— 


1 Administration with staff rest room, toilets, 
and slop sink closet 
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2 Glass sterilization and media preparation 
3 Biological and chemical 
4 Pathological 


Each division functions and is composed as 
follows: 


Administration Division functions as laboratory 
control office for director. Here laboratory reports 
are tabulated, filed, and mailed. 


Composed of: office, typist’s work and file room 
and stationery closet. Proper quarters are pro- 
vided here for female staff rest and locker rooms, 
men’s and women’s toilets, slop sink closet and 
emergency shower accommodations. 


Glass Sterilization and Media Division functions 
as basic service for glassware needs of entire lab- 
oratory. Glass is sterilized, washed, dried and 
stored. Also includes preparation of media in close 
proximity to bacteriological laboratory. 


Composed of: glass sterilization, washing and 
drying room, glass storage room, media prepara- 
tion. 


It is assumed that animal autopsies will be per- 
formed in bacteriological laboratory. Animal car- 
casses may be disposed of in special incinerator in 
central boiler room. 


Biological and Chemical Division functions as 
Teceiving department for specimens received from 
city clinics, physicians, or from hospital proper. 
These are sorted in the receiving room, then di- 
tected to proper laboratory for analysis. 


Composed of: bacteriological, serological, clin- 
leal, milk and chemical units. 


Pathological Division functions primarily as hos- 
pital service. Specimens are sent here from the 
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morgue or operating room for preparation and 
examination, then may be photographed and fur- 
ther prepared for exhibit purposes. 


Composed of: histological laboratory, photog- 
raphy room with small adjacent film development 
room, specimen museum, and space for expansion. 


General Requirements 


Interior Finishes: 
Laboratories, Corridors, Offices, Receiving Room— 
Floors: Linoleum on cement 


Partitions: Flush metal to top of doors, obscure 
glass to ceiling 


Walls: Plaster, base of rubber backed with ce- 
ment and plaster ceiling 

Sterilization and Storage Rooms— 
Floors: Abrasive ceramic 


Partitions and walls: Glazed brick or tile with 
cove base 


Ceiling: Plaster and to have application of fume- 
proof enamel paint 

Toilets, Slop Sink Closet— 
Floors: Ceramic tile 
Walls: Tile cove base, high wainscot, plaster 
above with plaster ceiling and to have applica- 
tion of enamel paint. 

Miscellaneous: 

Doors and Partitions— 
Flush and of metal are recommended for flexi- 
bility and economy of maintenance. 

Windows— 


Metal casements with lower ventilator hinged 
at bottom to swing in. Upper portion hinged at 
sides to swing out. Maximum daylight is desir- 
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TO DISTRIBUTION 


able but controlled with dark blinds. Copper 
screening throughout. 


Future Expansion— 
Careful consideration should be given to both 
future expansion of area requirements and ad- 
ditional space for experimentation work. This 
is important in view of the fact that once a defi- 
nite space or wing of a building is established 
for laboratory purposes, the future expansion of 
space may be difficult. 

Inter-communicating Doors between Laborator- 
ies— 


me WINDOW 


apart around laboratory walls. Air compressor 
unit may be located under fume hood in chem- 
ical laboratory. Fluorescent lighting may be 
used for specimen cabinets in museum. 


Equipment and Furniture— 


It is generaily advisable to obtain custom built 
equipment and standard type fixtures. Work 
benches, storage cabinets, combination work 
tables and storage, sinks and drain boards, also 
fume hood for chemical laboratory, are basic 
items of equipment that must be planned by the 
architect for each room. Items of technical 
equipment such as refrigerators, incubators, cen- 
trifuges, water baths, etc. must be planned and 
located by the laboratory director in accordance 
with expected special requirements and plan of 
organization. 
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American Hospital Association Institutes 


Second Annual Institute on Hospital Purchasing 


An extremely interested and enthusiastic group 
of fifty attended the Second Institute on Hospital 
Purchasing held by the Committee on Purchasing 
of the Council on Administrative Practice of the 
American Hospital Association in affiliation with 
the Extension Service of the University of Michi- 
gan in Ann Arbor, Michigan. The registration was 
composed of persons either wholly or partially 
interested in the purchasing function. The regis- 
tration, while not as large as was anticipated, was 
composed of representatives from hospitals from 
widely separated parts of the country. At the last 
minute there were quite a number of cancella- 
tions which were apparently occasioned by gas 
rationing and the press of abnormal business. 


The general program covered the fundamentals 
of correct purchasing procedure. Each afternoon 
was devoted to seminars covering the material 
which had been discussed in the morning sessions. 
Each evening there was a round table discussion 
which covered any problems which had not previ- 
ously been answered. 


Much emphasis was laid on the various subjects 
of keen interest to all purchasing agents under 
war conditions. Exhaustive discussions were had 
on the matter of rationing, priorities, allocations 
and government restrictions including price ceil- 
ings. A number of government men covered these 
subjects very well. 


All members of the Institute took home with 


them a little better idea regarding the future. They 
discovered anew that salvage and saving along 
with conservation is the keynote in today’s pur- 
chasing. They discovered that rationing of every- 
thing from gasoline to canned goods was either 
a reality or a definite possibility. They were aware 
that there was a war going on, and that many 
sacrifices would have to be made, in addition to 
those already made. They discovered that trans- 
portation was an item of extreme importance in 
their purchasing activities. They discovered that 
the program of simplification and standardization 
of surgical instruments and many other supplies 
was going forward satisfactorily. They discovered 
that rubber has taken on a new meaning. Finally, 
they discovered that they should be aware of the 
materials necessary in the matter of blackouts and 
air raid precautions. 


Once again the members of the Institute voted 
unanimously for the continuation of the Institute 
for next year. Arden E. Hardgrove and F. Hazen 
Dick deserve high commendations on the excellent 
job which they did as Director and Associate Di- 
rector of the Institute, itself. No effort was spared 
to make the registrants comfortable and to make 
the Institute one of the greatest possible benefit 
to everyone. The University Extension Service 
permitted the Institute to"hold the meetings in the 
beautiful Rackham Amphitheater on the campus 
of the University of Michigan. They also provided 
excellent accommodations at the Michigan Union. 





? 
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Second Annual Institute on Hospital Accounting 


The Second Annual Institute on Hospital Ac- 
counting sponsored by the Committee on Account- 
ing and Statistics, Council on Administrative Prac- 
tice of the American Hospital Association, was 
held June 22 to 26 on the campus of Indiana Uni- 
versity, Bloomington, Indiana. 


Accommodations were provided for the Institute 
registrants in the new group of residence halls 
near the new building of the School of Business 
where the sessions were held. Everything possible 
was done by the University for the convenience 
and pleasure of the registrants. 


The Institute, under the directorship of Graham 
L. Davis with Stanley A. Pressler as associate di- 
rector, presented a comprehensive and practical 
program dealing with the many problems that 
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arise in the accounting department. The lecturers 
were some of the most outstanding accountants 
in the country. Ample time was provided after 
each lecture for discussion of problems bearing on 
the topic of the day. The study group for account- 
ants and administrators of small hospitals and the 
consultation service were of special value to ad- 
ministrators and accountants who have over-lap- 
ping duties. The round table discussion on such 
topics as depreciation, social security accounting 
problems and changing from a cash basis to an 
accrual basis proved of great interest and real 
help to the group as a whole. 


As usual, the Institute registrants contributed a 
large part to the success of the Institute. Their 
pertinent questions and their lively participation 
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Second Annual Institute on Hospital Accounting, University of Indiana, Bloomington, June 22-26 


in the discussions were not only stimulating to 
each other but to the instructors as well. The 
group, sixty-four in number, was made up of ad- 
ministrators, accountants, bookkeepers, business 
managers and members of the business office per- 


sonnel. They came from representative hospitals 
in thirteen states and the District of Columbia. 
For many of the group it was a “busman’s holi- 
day.” They used their vacation to attend the Insti- 
tute, but all felt it was time well spent. 


Tenth Annual Institute for Hospital Administrators 


The third Institute to be conducted this year 
under the sponsorship of the American Hospital 
Association will be the Institute for Hospital Ad- 
ministrators which will be held September 14 to 
26 at the International House on the campus of the 
University of Chicago. This will be the tenth Insti- 
tute for Hospital Administrators to be conducted 
by the American Hospital Association. These In- 
stitutes, under the directorship of Dr. Malcolm 
T. MacEachern, have had widespread influence 
and have been an important factor in the develop- 
ment of hospital administration as a profession. 


Institutes for hospital administrators have a dual 
function; namely, to serve the interests of the 
hospital administrator and to serve the interests 
of the hospital. These points were elaborated upon 
in an editorial in the August issue of HOSPITALS, 
1940. It mentions that “The improvement in the 
quality of hospital administration during the past 
ten years is one of the most significant develop- 
ments in the hospital field and the richest in 
promise for the future.” And this editorial gives 
the establishment of institutes for hospital ad- 
ministrators as an important factor in this develop- 
ment. In the interest of improved hospital 
service it states that “Members of hospital boards 
of trustees, a majority of whom are successful 
business men and women, are beginning to use the 
same discrimination, and require the same quali- 
fications in the person they select to administer 
their hospitals as they apply to the selection of 
managers of their own business.” 


The 1942 Chicago Institute will be of particular 
value to the executive personnel in hospitals. War- 
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time conditions have created new problems and 
have made new demands in the hospital field. 
These problems will have to be worked out with 
the minimum use of time and effort. The Commit- 
tee on Arrangements for the Institute has pre- 
pared a program—which was published in the July 
issue of HOSPITALS—to help administrators and 
key persons of the hospital personnel to see their 
positions and their responsibilities in terms of war- 
time hospital service. There can be a great deal of 
lost motion in curtailing services and dovetailing 
new duties. The best way to get a new slant on 
one’s work is to view it objectively. A refresher 
course answers this purpose. 


One of the 1941 Institute registrants, an out- 
standing administrator in his hospital field, had 
this to say after he attended the Institute— 


“It seems to me that a course like this would 
be most valuable to a young medical officer 
who was entering on his first executive job. It 
would open his eyes to possibilities in his work 
that might be of infinite value to him. More 
experienced men would also be likely to profit 
from this type of instruction. As a personal 
reaction, it was gratifying to find that, even in 
his sixtieth year, one could go back to school 
and find it both pleasant and profitable.” 


The Chicago Institute is scheduled to open in six 
weeks. A minimum of fifty registrants must be as- 
sured to justify conducting the Institute. Applica- 


_tion blanks have been sent to more than a hundred 


persons who have signified their intention of at- 
tending. If you are planning to attend the Institute 
be sure to send your application for registration 
before August 15. 
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Clinical Photography in the Smaller Hospitals 


MELFORD D. DIEDRICK 


and usefulness of clinical photography are de- 

pendent upon the size of the hospital. That is 
not quite true. The activities are the determining 
factor. Any hospital, regardless of size, of which 
the staff members are engaged in teaching medical 
students or doing scientific research for contribu- 
tion to the field of medicine must regard photogra- 
phy as well nigh indispensable. Although other 
institutions interested only in hospitalization 
would find it helpful in many ways, I am not 
convinced that they could offer sufficient inspira- 
tion to produce worth while results. I believe if 
a thing is worth doing it is worth doing well. I 
have encountered individuals who do not. These 
encounters seem to have encouraged me to point 
out some of the mis-uses as well as the advances 
and uses of photography in medicine. 


T= DISCUSSION may suggest that the advance 


I would like this discussion to aid in determining 
where photography belongs, rather than to pro- 
mote its indiscriminate use. This promoting is 
done most effectively by the manufacturers of 
photographic supplies. But it must be remembered 
that their advertising is designed primarily to 
increase the consumption of those supplies. 


We now have an opening for ‘a discussion of the 
man behind the camera. Needless to say, he is 
the most important factor responsible for the re- 
sults obtained, for it is he who is directly influ- 
enced by advertising propaganda. The average 
amateur photographer is easy prey for this sort 
of thing, and I think it is worth while mentioning 
because clinical photography is at a stage where 
a great deal of it is obviously done by amateurs, 
especially in the smaller hospitals. This is ex- 
plained by the fact that it has not yet gained 
enough recognition as a profession to enduce any- 
one with photographic aspirations to train suffi- 
ciently for it, and that in turn is due to the lack 
of appreciation and discretion among those who 
use clinical photography, that is, the medical pro- 
fession itself. They are too easily satisfied with less 
than mediocre work. 

The inability to distinguish good illustrative 
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photography from bad has been the chief obstacle 
to its progress. It has been responsible for admis- 
sion into the field of incapable individuals, some 
being relatives, friends, or patients of influential 
doctors. Others are photographers who have been 
kicked about in the commercial field and finally 
precipitated into a position as a clinical photogra- 
pher. However, there are now instances where this 
condition has been partially obviated. That is 
where the professional medical photographer has 
been able to establish a strong hold by obtaining 
the full and understanding cooperation of the ad- 
ministration and the scientific staff. 


Evidence of this advance has been brought to 
my attention chiefly by observing the illustrations 
in the current medical literature. The recent in- 
clusion of a section on medical illustration in the 
Journal of Laboratory and Clinical Medicine 
promises to further this advance,—while the long- 
er established Journal of the Biological Photogra- 
phers’ Association can be counted on to continue 
its good work. The former publication tends more 
toward the artistic application of photography 
while the latter ignores art almost completely, 
offering information only on the advanced tech- 
niques. The membership of this organization con- 
sists of not only professionals but many amateurs 
who will no doubt become more efficient through 
its help. I am sure these publications have been 
and shall be instrumental in promoting more 
prudent editorship of the illustrations in all med- 
ical journals and books, in as much as some of 
the editors or their associates are members of the 
organization. 


Illustrating in Medical Literature 


It is my honest opinion that the quality of illus- 
trating in the medical literature, paradoxical as it 
may seem, has undergone a period of degenera- 
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tion since the glorification of popular photography 
by the competitive ambitions of the manufactur- 
ers. Although photography has always been used 
to great advantage in the process of reproduction 
its indiscriminate use in the production of original 
illustrations has for some time threatened to re- 
place the medical illustrator whose skilled drafts- 
manship has been invaluable in manifesting the 
complexities of biology since the beginning of its 
study. This situation seems to be straightening 
itself out. However, I still feel it would be a step 
in the right direction to induce schools of medical 
illustration to treat photography as an additional 
technique and train students to use it as a valuable 
supplement to the other popular illustrating tech- 
niques. 


School of “Art Applied to Medicine” 


There are several schools of “Art Applied to 
Medicine.” The most prominent, with which I am 
quite familiar, was established at the Johns Hop- 
kins Medical School by the late Max Broedel, 
rightfully called the “Father of Medical Illustra- 
tion” in this country. Its only shortcoming, in my 
opinion, has been its failure to recognize the possi- 
bilities of photography in medicine. It looked upon 
photography either as its undignified servant or 
as an inferior substitute for drawing. Now the 
progress of photography has demanded a change 
in the attitude of these schools so that I think 
they should give it a place on their curriculum at 
the cost of a year’s extension of the course, “Art 
Applied to Medicine.” This is my suggestion for 
the greatest stride possible in the advancement of 
clinical photography. 


There are many informal ways of learning 
clinical photography but I do want to emphasize 
the fact that the important thing is the basic train- 
ing in illustrating art, regardless of what tech- 
nique is to be eventually favored. An analysis of 
all great photographers will reveal that they have 
either acquired great artistic skill or were inher- 
ently gifted and should more properly be called 
great artists, especially now when draftsmanship 
seems to play such an obscure part in the produc- 
tion of modern art. 


This would leave amateurs out of the field of 
clinical photography in hospitals. Of course, there 
are many amateurs or “hobbyists” who are capable 
of doing excellent clinical photography, especially 
doctors who have more than the necessary scien- 
tific knowledge. Yet, considering the needs of a 
hospital, they are impractical, because of their 
limited time and equipment. Frequently, clinical 
photographs have to be done at or within a certain 
time to be of any value. A patient’s condition may 
often change more rapidly than the camera fan 
can remember where he last used his camera, un- 
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less he is one who finds it practical, as well as 
fashionable, to always carry it around his neck. 


The Equipment 


It goes without saying that equipment should 
be adequate. If we are willing to agree that a good 
professional photographer is essential, we may 
take for granted that equipment will be adequate, 
for he will not tolerate anything less. His time is 
more important than material, and inadequate 
equipment wastes time. It is possible to improvise 
set-ups from limited equipment but unwise and 
costly unless the task is so unusual and important 
that the necessary equipment has to be originally 
designed. Then the elaboration should be deter- 
mined by the frequency in which this situation is 
liable to recur. If frequent use of this special 
set-up seems probable, it should be designed as a 
permanent one that does not require inter- 
changing of parts of other set-ups. In the long 
run, it will be found that time wasted would make 
the price of a duplicate part seem negligible. 


Some amateurs are so blinded by love for their 
little camera that they abide by its manufactur- 
er’s overstatement that it will do everything. They 
become fascinated with the process of attaching 
and detaching the necessary gadgets and conse- 
quently few good pictures are obtained and much 
time is wasted. So even though it is possible to 
adapt a versatile camera to any task, it is not 
practical for the needs of a hospital, especially a 
smaller one where tasks are likely to be more 
variable throughout a single day. That others have 
seen this problem from a similar stand is made 
evident by the appearance of many camera units 
on the market designed for specific clinical jobs. 
Though their initial price may seem a lot, those 
that I have tried I have found to be well worth it 
if there is sufficient use made of the pictures ob- 
tained. One has to be ever on guard for over- 
enthusiasm inspired by novelty. 


The Clinical Photographic Laboratory 


A recent article in the Journal of the Biological 
Photographer’s Association reports a decided trend 
toward improving the clinical photographic lab- 
oratory space. The two most impressive gains are 
the attempt to increase a studio room to a reason- 
able size and proportion, and to clean up the un- 
sightly mess formerly and in some cases still 
encountered in the dark room. Retouching meth- 
ods and materials have been improved, but pre- 
cautionary methods to make retouching unneces- 
sary are to be preferred. The most important 
thing is the elimination of dirt. This has been 
accomplished by the employment of efficient 
ventilating systems, so windows do not have to be 
opened, allowing atmospheric dirt to blow in. The 
inherent orderliness of the worker obviously de- 
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termines what degree of cleanliness can be ob- 
tained. In hospitals where clinical photography 
is most fruitful will be found a well-organized 
department with filing systems in close accord 
with the record library. The advantage is obvious. 


Uses of Clinical Photography 


To present the occasions I have observed where 
clinical photography can be used to greatest ad- 
vantage, I think will help one in evaluating its 
usefulness in any hospital. Visual records of the 
progress of a disease and the effect of its treatment 
are appreciated by both the patient and the doctor. 
It can record accurately minute but important 
changes that have been visible, but over a long 
period of time might easily have been forgotten. 
These visual aids may supply just enough en- 
couragement to maintain the patient’s cooperation 
and the doctor’s perseverance. On the other hand, 
they might reveal changes to warrant a departure 
from the treatment being used. The more marked 
transformations resulting from treatment such as 
plastic surgery, may seem so apparent as to re- 
quire no photographic recording, but from the 
standpoint of the dubious patient, a before-treat- 
ment photograph can be most refreshing. Some 
people are so dissatisfied with their medical care 
as to make it a decided advantage for the hospital 
to have on file a photographic record for medico- 
legal purposes. 


Institutions that handle many accident cases 
may find it advisable to make a photographic serv- 
ice available to support justice. 


The development of full-color film now makes it 
possible to photograph anything with as much 
clarity and reality as is visible to the eye. 


Are Results Worth the Efforts 


Although the methods have been and are being 
simplified, there still is a question in some cases 
whether the results are worth the efforts. For 
instance, in the operating room, except for record- 
ing a very simple superficial operation, the nature 
of the subject and necessary precautions make 
photography impractical. A record of what is ap- 
parent is not enough; the surgeon has to feel and 
interpret what he sees. I have seen many perfectly 
executed photographs of operative subjects but, 
considering the effort spent in taking them, they 
must be considered practically worthless. They 
can, however, be used to aid an artist in preparing 
useful illustrations. I believe the risks of having 
an accident such as contamination by dropping 
photographic equipment should be entirely elimi- 
nated by keeping it out of the operating room and 
employing a trained medical artist. In the majority 
of cases, the artist does not have to be present 
to adequately illustrate the procedure or condi- 
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tion; he can do it from the surgeon’s verbal 
description. 

In the pathology laboratory, the circumstances 
are entirely different, so that photography is not 
only desirable but essential if the accomplish 
ments of the laboratory staff are to be fully real- 
ized. The material can be readily dissected, posed, 
and effectively lighted for a most satisfactory 
rendition. Often it becomes necessary to mutilate 
a specimen in order to make a thorough patho- 
logic study. It is also very important to preserve 
the gross topography. The pathologist is torn be- 
tween the desires to eat his cake and have it, too, 
so to speak. Photography admirably comes to his 
aid. Careful synchronization of photography and 
dissection will bring forth at least a complete 
visual record of the study, probably clear enough 
to present at staff meetings, and, at most, may 
result in the conveyance of valuable scientific in- 
formation through the channels of literature link- 
ing the institution to the eternal chain of medical 
progress. These photographs are superior for the 
preservation of pathological material, from every 
standpoint. No method has yet been devised for 
preserving natural color of tissue. Satisfactory 
containers are costly and require a great deal of 
space. Lawful intervention might prohibit the re- 
taining of a valuable specimen although a photo- 
graph would probably be permitted. A specimen 
may be accidentally damaged by dissection or 
otherwise. Then a drawing is its only salvation. 
Photography should not be attempted to portray 
complicates. So the medical museum will right- 
fully be superseded by photography except in only 
a few cases where it shall be retained for histor- 
ical purposes. 

Color Film 


Color film has revolutionized the teaching of 
histology (the cellular structure of tissues). Form- 
erly, there were two methods of showing micro- 
scopic preparations to a large group. One was 
to make a photomicrograph on a lantern slide and 
project it. When this method is used, microscopic 
sections that have been stained with colors to 
differentiate and identify structures are reduced 
by a great degree to their original colorless state. 
This shortcoming is overcome by the use of a 
second method, the microprojector, an elaborate 
apparatus designed to project the stained speci- 
men through a microscope, rendering an image on 
a satisfactory screen, comparable to the one ob- 
tained looking into a microscope. The only dis- 
advantage of this method is its limit of magnifica- 
tion. Natural color images of any magnification 
can be projected with the use of photography. 


Photographic Copies of Legal Documents 


All hospitals at-one time or another have used 
photographic copies of legal documents, excerpts, 
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and illustrations from books. This type of work 
entails more time and energy than skill and unless 
a hospital can afford to maintain an assistant to 
the medical photographer to do such menial tasks, 
they should be given out to commercial photo- 
finishers. Although it is usually considered a part 
of clinical photography, it should not be. The re- 
lationship should be as that between an artist and 
an engraver. One can readily see how if forced to 
do much of this sort of thing a photographer will 
not have enough energy and time left to produce 
good original photographs, and if he tolerates it, 
he is jeopardizing his reputation. 


In concluding, may I recall to your attention a- 


publication entitled “Cancer is Curable.” Adorn- 
ing the cover was the kindly face of an old gentle- 
man, Doctor Baker, the proprietor of the sanator- 
ium. Within its pages were the testimonials of 


patients illustrated with actual photographs of the 
most ghastly, advanced cancerous lesions, present 
when they entered the institution, gone when they 
left. And finally, a full page of collective pictures 
of the spider-like cancers that were either passed 
through the terminal end of the digestive tract or 
easily lifted off after a costly series of injection 
treatments at the sanatorium. Applying the adage, 
a picture is worth ten thousand words, we can 
estimate the magnitude of this lie. It was effective 
enough to profitably support this sanatorium until 
the American Medical Association caught up with 
it on a mail fraud charge. 


If photography can portray an untruth so con- 
vincingly, I am inclined to believe hospitals could 
use it more effectively to portray the truths of 
medical progress, thereby educating the public to 
be confident in availing themselves of its benefits. 
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When Demands of War Tax Hospitals 


However, much of the hope that hospitals will 
be able to continue their services efficiently 
through the war, lies in the attitude of all citizens, 
in their acceptance of changed conditions with pa- 
tience and understanding, in their realization that 
the frills and luxuries of peace-time nursing care 
are no longer available. 


There are many ways to help hospitals with 
their problems. Here are a few suggestions. 


For Patients 


1 Go to the hospital only if necessary. For sim- 
ple bed rest stay at home. For routine checkup or 
diagnosis go to your doctor’s office. Thus your 
health will be served well and the hospital bed 
which you would have occupied in normal times 
will be available to someone who needs it more 
badly than you. 


2 Use private duty nurses only as an emergency 
measure, since there are not nearly enough to go 
around. The fact that you can afford a private 
nurse should no longer be a determining factor. 
Let your physician decide whether you need one. 


3 If the food is not all that you wish, accept it 
with a smile anyway, remembering that the plain- 
est food is a blessing not to be taken for granted. 


4 Use restraint in pushing your light button. 
Try accumulating your needs. For example, let 
one trip instead of four be enough to pull down 
the shade, refill the hot water bottle, get the book 
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out of the dresser and adjust the bed. The nurses 
and volunteers will love you for your thought- 
fulness. 


5 Insist that your physician secure your dis- 
charge as soon as your condition warrants it. 
When you leave do it as early in the day as pos- 
sible to permit adequate time for preparing your 
room for the next patient. Your hospital will ap- 
preciate it. 


For Friends 


1 Accept graciously curtailed visiting hours. 
This restriction has enabled your hospital to im- 
prove its efficiency and has been found better for 
the patient. Make your stay brief and if you have 
not said all the things you want to, write the pa- 
tient a long letter. 


2 Refrain from telephoning the hospital to ask 
about the health of a patient unless you have 
reason to believe him critically ill and cannot 
obtain the information elsewhere. 


3 Send the patient miniature bouquets or books 
instead of huge baskets or armloads of flowers 
which require both more care and space than are 
now available. Or send the flowers after the pa- 
tient has gone home. He will probably appreciate 
them more then anyway. It often happens that 
a patient gets a dozen bouquets just as he comes 
out of the anesthetic and none when he is really 
well enough to enjoy them. 


Josephine Robertson in the Cleveland Plain Dealer 
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scious of the hazards of enemy air raids and 

other destructive hazards of war. They are 
organizing their medical and nursing personnel as 
well as lay employees to afford the maximum of 
protection to their patients and physical plants 
and to render their most effective service to the 
civilian victims of war disasters and with a mini- 
mum of delay. 


The St. Mary of Nazareth Hospital in Chicago 
has instituted a system of work and drills which 
has developed a maximum of efficiency and es- 
tablished a preparedness for service in emergency 
that is close to perfection. 


| [scius are becoming more and more con- 


During a recent practice blackout, the hospital 
was blacked out in less than three minutes. Inside 
the hospital the necessary medical routine, includ- 
ing an operation and delivery of a baby proceeded 
without interruption. 


At 9:30 p.m. an alarm—four long bells—sounded 
throughout the hospital and the adjacent nurses’ 
home. This indicated that shades were to be 
drawn, all lights in the nurses’ home and in 
the hospital patients’ rooms, staircases, etc., were 
to be extinguished immediately. Another four long 
rings sounded which meant that the whole house 
should be in utter blackness. 


Squad on Call 


The hospital has a “Squad” on call. This squad 
consists of a leader, two other doctors, two nurses 
and two orderlies. At the sound of a prolonged 
ring of one minutes’ duration, at 9:34 p.m. the 
squad convened in the Casualty Station. All other 
nurses throughout the nurses’ home who were not 
on duty, reported to their respective floors for 
duty, for the period of the blackout. The “Squad” 
then went to the place of the disaster. The air raid 
drill took place in the outdoor garden, in the rear 
of the hospital. First aid was administered on the 
grounds and the victim or victims brought in on 
stretchers from the place of disaster to the cas- 
ualty station, examined, and then according to the 
patients’ needs transferred to the emergency oper- 
ating room, hospitalized or sent home. It took 
exactly three and one-half minutes from the time 
the squad left the building and the victim was in 
the Casualty Station. During the blackout, spotters 
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A Hospital Blackout 


were stationed outside, checking up to see whether 
any lights could be seen flickering in any part of 
the hospital. They reported that not a ray of light 
was to be seen anywhere. The entire blackout 
lasted twenty minutes. 


At the first alarm, the steam, gas and master 
switch was turned off immediately, leaving the 
elevator service to the last. 


Each doctor on the squad has a scheduled out- 
line for one year. On his scheduled day of duty, 
he arranges his work so that he can drop whatever 
he is doing when a call comes in for him to report 
to the hospital. He, of course, notifies the hospital 
where he can be reached at all times. The switch- 
board operator has a schedule and knows just 
what doctor is on call for that particular day. 


The “Run” Drill 


The nurses have a “run” drill once a week. At 
the sound of the bell, the nurses go from the 
nurses’ home to the Emergency Station. The pur- 
pose of these “Run” drills is to make the nurses 
air raid minded. They have become so proficient in 
their drills, that it takes them only one minute 
from the time the bell rings until they are at their 
respective posts. Every day the bell sounds at any 
time and the four nurses appointed for the day 
must report to the Nursing Office for a possible 
“run.” (When the drills were first put into prac- 
tice, very often fifteen minutes would elapse be- 
fore nurses were assembled. The theory that “prac- 
tice makes perfect” has proven true in this case.) 


Explicit directions are given for the conduct of 
the nursing department under the leadership of 
the director of nursing. The nurse in charge of 
each floor is responsible for turning out all the 
lights in her section. The senior staff office member 
is responsible for all outside ground lights, lobby 
and administration office lights. The night super- 
visor is responsible for enforcing these rules. On 
the night of the practice blackout, the patients are 
informed that a blackout will take place and that 
it will be an experimental one. 


At a given signal, cots are prepared for casual- 
ties in the “Casualty Station.” 


Hospital Precautions 
The Sisters in charge of the hospital have taken 
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the following precautions in case of an air raid: 
the maternity cases will be evacuated to an espe- 
cially prepared room. This room is equipped with 
steel venetian blinds, which will help protect the 
patients from splinters of glass. The babies from 
the nurseries will also be evacuated to a safe place. 
The hospital has provisions for an emergency oper- 
ating room which can be totally blacked out. This 
room can accommodate three major operations. 
Light for this operating room is furnished by 
means of a special battery, since the switch is 
turned off. The windows of the operating room are 
protected by sand bags. The ceiling is covered with 
stretched unbleached muslin canopy, which keeps 
the room cool and dust-proof. The blackout shades 
throughout the entire hospital are protected with a 
frame to keep the shade in place and to leave no 


possibility of any light showing through betwee. 
the shade and the window frame work. 


At the first alarm signal, two roof watchers im- 
mediately go to their posts. All roofs are watched 
intently. Sand buckets and shovels for extinguish- 
ing incendiary bombs are ready for use. 


The flashlights used by the nurses do not pene- 
trate the blackout shades and nurses can readily 
perform necessary tasks-in case the hospital light- 
ing system is disrupted. 

The blackout, however, is only a part of the de- 
fense preparation in progress at the hospital. In 
preparation for the actual blackout the hospital 
authorities have been experimenting for months 
with all sorts of colored lights, and colored glass as 
well as varied types of blackout shades. 





The Hospital 


Etuics. Phyllis A. Goodall, R.N. F. A. Davis Com- 
pany. 1942. $2.50. 


This new text on ethics is conceived around 
principles rather than situations. But a few 
situations are used to illustrate the principles. It 


properly emphasizes the fact that ethics are an 
expression of personal character and a self respect 
which gives the individual a sense of responsi- 
bility for all his acts. 


The principles outlined go further than to lay 
down a code of conduct; they lay the basis on 
which any nurse or other individual can solve any 
ethical situation with which she may be faced in 
either her professional or her personal life. 


Each chapter concludes with typical and per- 
tinent questions for discussion. 





e+ 


NURSING OF CHILDREN. Gladys Sellew, Ph.D., B.S., 
R.N. W. B. Saunders Company. Fifth Edition. 
1942. $2.75. 


This edition has been fully revised up to date, 
four new chapters added and some twenty new 
topics discussed. 

The arrangement conforms to the Curriculum 


Guide and each chapter is followed by a generous 
number of well chosen questions and answers. 





e+ 


HISTORY OF THE SCHOOL OF NURSING OF THE PRESBY- 
TERIAN HosprITaAL OF NEw York. Eleanor Lee, 
A.B., R.N. G. P. Putnam’s Sons. 1942. 


This engaging history published at the Fiftieth 
Anniversary of the School is a history of the de- 
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Book Shelf 


velopment of nursing education in the United 
States. Dedicated by the alumnae to Anna C. Max- 
well, their outstanding leader, the subject matter 
contains not only factual data concerning the 
school but a large amount of personal experiences 
and reminiscences, all contributing to make the 
book a valuable human as well as historical doc- 
ument. 





PHYSICIANS REFERENCE Book oF EMERGENCY MEpD- 


ICAL SERVICES. A compilation. E. R. Squibb & 
Sons, New York. 1942. 


This 270-page book is compiled from authorita- 
tive sources on all phases of the problems incident 
to the care of civilians under wartime emergen- 
cies. The protection of buildings, organization of 
emergency services, first aid and the treatment 
of all types of air raid casualties are fully de- 
scribed. 

It is understood that this book is to be distribut- 
ed gratis to all those holding key positions in com- 
munity emergency medical services. 





+ 


ELEMENTARY PHARMACOLOGY. Walter W. Krueger, 
Ph.B. W. B. Saunders Company. Fourth Edi- 
tion. 1941. $2.25. 


This edition is a revision of the author’s “Ele- 
mentary Materia Medica” in accordance with 
changes in the usage of the terms “materia med- 
ica” and “pharmacology.” Otherwise the book 
retains the same arrangement as the earlier edi- 
tion but is revised to keep it abreast of modern 
developments. 
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What a Woman's Auxiliary Board 


Does for Its Hospital 


gram, the Deaconess Hospital of Freeport, Illi- 

nois invited the women of the community who 
were interested in the work of the hospital to assist 
in interpreting its services to the community. In 
January 1935, the Deaconess Hospital Women’s 
Board was organized. A constitution was drawn up 
which states that the purposes of this Board are: 
to create good will toward, and appreciation of the 
hospital; to aid the hospital in forming sewing 
groups, surgical dressing groups; to sponsor Na- 
tional Hospital Day and to assist with the fall 
Donation Week. 


The Board consists of fifteen women chosen from 
as many representative Protestant Churches as 
possible, each to serve for a period of five years, 
with no time limit as to re-election. Officers are 
elected annually and an officer may be re-elected 
only once for the same office. 


Fissm. THE NEED for a better public relations pro- 


Accomplishments During the Past Seven Years 


Sewing Groups: Each member of the Board has 
succeeded in her effort to organize a sewing group 
in her respective church as well as in the church 
which has no representative on the Board. At the 
present time, there are eight groups with a total 
number of 168 women who come and mend and 
sew monthly. Some groups come for all day, bring- 
ing their lunch. Whenever a new piece of equip- 
ment has been installed, or something special has 
been accomplished, an effort is made to show and 
explain it to each group, thus keeping them all 
informed as to the progress and needs of the insti- 
tution. During the past year 65 sewing meetings 
were held with 3598 new articles being made. 


Surgical Dressing Groups: A sufficient number 
of groups have been organized to make all nec- 
essary dressings. Groups coming regularly with 
other groups organized to come and make dress- 
ings whenever there is a need. 


National Hospital Day: Due to the cooperation of 
the Women’s Board, Deaconess Hospital was 
awarded the Placque of Honor from the State of 
Illinois in 1942. The Union Services for all Prot- 
estant Churches has become an annual affair in 
which the County Ministerial Association cooper- 
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ates, making this an outstanding service for the 
town and community, with the Hospital Choral 
Club furnishing the music. The Chamber of Com- 
merce with its activity has been the great help in 
securing window displays and thus getting the 
merchant’s interests in the hospital. Teas for vari- 
ous groups have been given in connection with 
National Hospital Day, to which such groups as 
high school students, sewing and surgical dressing 
groups, ministerial association and the ministers’ 
wives would be invited, and taken through the hos- 
pital; talks of interest to the various groups would 
be given by members of the Women’s Board or 
members of the Board of Trustees; colored moving 
pictures of activities of the student nurses have 
been taken and were shown to these groups. 


Hospital Guild: In the fall of 1938, a group of 
young women was organized and named the Dea- 
coness Hospital Guild; this group meets monthly 
for a business session and they have the following 
projects: They supply favors for patients’ trays 
for all special days; the first year of their organiza- 
tion, they furnished our children’s room which 
they maintain; the second year, they bought a 
Confer delivery bed, and, since then, have been 
furnishing and making all linens for the nursery. 
The service committee of this organization is ever 
ready to assist patients with letter writing, making 
shopping trips down town, running errands, read- 
ing to patients and whatever services there may 
be to offer patients. 


Donation Week: Annually a Donation Week is 
sponsored, at which time, church, civic and other 
groups are contacted and interested in bringing to 
the hospital fresh fruits, vegetables, as well as to 
do canning-for the hospital. Hundreds of quarts of 
fruits, vegetables and jellies are brought each fall. 


Publicity: One member of the Board is a news- 
paper reporter and thus the Board has been fortu- 
nate in getting much space in the daily paper. A 
Hospital Bulletin was published last year, copies 
of which were distributed at all National Hospital 
Day activities and at all Protestant Churches 
throughout the county. Civic organizations such as 
the Rotarians, Kiwanians and Toast Masters Clubs 
have been entertained at dinner in the nurses’ 
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dining room, where the regular programs were 
held. Usually this included a trip through the hos- 
pital and a talk by the administrator or some active 
trustee. 


House Committee: This Committee gives helpful 
suggestions to the housekeeping department. Drap- 
eries were made for the dining room, and many of 
the private rooms have been furnished with loung- 
ing chairs and bed lamps which were donated by 
individuals and groups contacted by this Com- 
mittee. 


School of Nursing Interest: Soon after the ad- 
mission of a new class to the School, the students 
and their parents are entertained at a tea. At 
graduation, a reception for the class and their rela- 
tives and friends is sponsored by this Board. The 
Christmas party given by the Board for the Stu- 
dents each year, is a never-to-be-forgotten occa- 
sion. 


Student Loan Fund has been established by this 


ca 
oa 


group of women, and this fund has already kept 
one student in school, and in the future will be of 
great help to a number of students who have al- 
ready making inquiries. This money is available 
to those who have completed their preliminary 
training, without interest until after date of com- 
pletion of their course when a small interest 
charge is made until the re-payment of the entire 
loan. 


When the need of a Student Reference Library 
was presented to this group, they immediately 
solved the problem by getting busy, gathering up 
old books, magazines and all sorts of paper which 
was bailed and is being sold. The proceeds, making 
the reference a very fine library at the present time. 


The nurses’ lounge was repainted and refur- 
nished recently for the use of both students and 
graduated nurses. This was done by donations and 
Christmas gifts, but the work and supervision was 
the result of the Women’s Board. 





Hospital Volunteer Service Pins 


Everyone is becoming increasingly conscious of 
the war effort and the necessity for every indi- 
vidual to do everything possible to further it. As 
the weeks have gone by and the American Red 
Cross and the Committee for Civilian Defense 
have called for volunteers for innumerable tasks, 
the supervisors of volunteers in Boston hospitals 
have been confronted with the necessity of making 
their volunteers realize how vital they are to the 
hospital, and that by giving regular service to the 
hospital they are contributing to civilian defense 
and the war effort. 


After several conferences of the supervisors of 
hospital volunteers in institutions belonging to the 
Hospital Council of Boston, it was decided to 
award a service pin in recognition of the vital part 
volunteers are playing in the operation of hospi- 
tals. The following standards were drawn up by 
the Supervisors of Hospital Volunteers and ap- 
proved by the Executive Committee: 


1 General control of the ordering and presen- 
tation of pins should be lodged with the Hos- 
pital Council of Boston which would deter- 
mine the hospitals entitled to the use of 
such pins, and which would hold final au- 
thority in all matters concerned with the 
awarding of such pins. 


2 The Hospital Council of Boston would dele- 
gate the ordering and awarding of pins to 
those representatives of Hospital Volunteer 

Service approved by their respective hospi- 


tals, and such approved representatives of 
Hospital Volunteer Service in turn would 
award the pins only in conformity to the 
standards hereinafter specified. 


3 Pins would be awarded only to those who 
have given satisfactory volunteer service of 
a minimum of one hundred hours within a 
twelve month’s period under the direction 
of a department of the hospital, and only on 
recommendation of the person or persons 
officially in charge of the service of volun- 
teers. 


4 The purchase price of the pin would be 
borne by the recipient. 


The pin is a small shield. The words “Hospital 
Volunteer Service” in gold on a blue background 
appears at the top with the seal of the American 
Hospital Association below. It was decided the 
first pins should be given for a twelve month pe- 
riod beginning June 1, 1941. Seven hospitals, meet- 
ing the requirements, awarded five hundred and 
two pins during June. 


The pin will make the volunteer feel it is im- 
portant for her to give regular service, and that 
by awarding it the hospital recognizes the value 
of her service. As the pins are worn and become 
known, other individuals will know that the 
women wearing them are making their contribu- 
tion to the war effort by regular hours of duty in 
Boston hospitals. 
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Blue Cross News 


One Million Persons Join Approved Plans in Half Year 


ment of large numbers of workers), the hospital service plans approved by the American Hospital 


Dm industrial dislocation incident to the war economy (resulting in the transfer and reemploy- 


Association have added more than a million persons to their rolls during the first half of 1942. One- 
third of the increased enrollment was attributable to the nine largest plans; another third was credited 
to the efforts of the thirteen plans in the size group from 100,000 to 300,000 participants; the remainder 
of the gain was distributed among the plans which have less than 100,000 participants. The figures below 
show the enrollment totals of each plan as of July 1, 1942. The headquarters city is also given. 











Headquarters City Participants 
Bivmiimmnant, AlabAMA .............:.-.<esccosencasssecesececseessesee 81,998 
MOS AMCIOS. COULOPTUG \......2:coicceccececocssssescse-soneescessteuge 45,206 
DOES ASS BCE S12 aS ne eo 54,776 
HCL OINCIIUO, CC ITOREIG: 2.5... ..2<:00sc0-csecesdscevaccassecestesaseces 22,158 
Winnipeg, Manitoba, Canada..................0......22.......--- 69,377 
Toronto, Ontario, Canada....................... Pepe ee eee 95,782 
I © CANO conc icivaccnenccaticesatcususeausneececes 137,229 
New Haven... CONNECTICUL. .......-............00cc<-2200.-ccceedceoes 296,978 
INGE WGIER, COPMICOUOUIG ....ac.<<.sseci<cececcconesccesstsecsecsecsiacs 23,351 
Wilmington, DGlAWaATe ..............::c:-...ci-esscocancceceaceeneees 51,074 
DUNy EiReR NNER EN OS ss oS os ooo senda SacceccdamanpceacCeteoes 160,000 
OU EEANN NEN ME ORR occa cc oocup acs ouesaxes <dcaisacosdatacots saavevciasacee 28,326 
PAU CMIATRDM CRODEIEID, <. «5s nose ca cncoseecocue<necccesessecnitacesaaserdcee 10,585 
SN CN BE MRNEN GN e082 co oneness caves neces 36,017 
CULES OS | 1701 CS an ee ne ee Se eae eee 397,495 
PSR Nee EA ERENT ooo oa acces acca cane sec ena veranda nsaeetonbs 5,294 
Pe eEN Me MURENNRNE A 9 os ee sac Se Subsea acne 14,923 
HD GRTSEEE eR PMINN NN 2256 asst 0s Soa cas cuaht bonavasbbesacdacdasseccas 38,870 
RUA ADORED PA BIEIIONDD 222 5222 cxencccestanantazcdacssceuhekaccensetsces 67,736 
LTS yO TSR) OS eae ee eee ee 58,014 
SIGE NCH BRO 2 ee 15,710 
Ashland, Kentucky .........<...<...<<00... san 6,604 
EOUIBVEIUG SECTIUUGIY .<.2..0-.s02ckccsatesaccecsectucsaceaceesanreeoss 35,725 
BISON OURS. TOUISIATIG:.........:..s2:.100:.-0ceacqaerecensenserseven 6,804 
New Oricais, TOuisian eo an cck ccc cciensscceacdoesseccosen 2,800 
New Orleans, LOuisiana.......:.....:.<0.<..s.-cccecesceceancseeanss .. 178,364 
EOD URERMIRR SE UMERR ENS oes hae os ccs acisnnaneacededusnasacbdeccogecsenteehiacee 47,326 
INSIGINOEG; TMATVIGHE ............:c0ceecescicsccnssccecccncctescdsaceonds 141,000 
OStON, MEGSHOCHUGCTUS .....-- 2.0 cs cicencscccnescncecceccecoccsscciecs 397,002 
PS BENE UNISON oe ccs nice scstosa ciuiccoscedeesescoceeciesas 843,154 
BNO ARNE EDIT O SO nooo. .03 scakonecsceseccncceniesiasdessacunaieccccs 489,933 
IS BHSHS CHU: WISSOULL. «..<ci.c:c.s0scsesecsesansceaseseasstivecesosessce 88,507 
St. Louis, Missouri....... Pe eae er ne ee ete See ee ee 254,315 
@Mmahias NEDEASIEA, 2 —-as5.c:...c<ceccecccsceceescacecscscasecesciasteccus 14,790 
INC WABIE. INGW. SOPSOY .-...-ccscccaccoceucesceacacensascesenedaceacns 383,852 
PORISERGN GINO OBIS oc ooo cic ecacaccescsseusescovcosacaniceseedcadeastes 74,203 
IN CEER ERGY OB eo sesc as vinsacddceacceasentiesecceenésoocsis 240,165 
Geneva, New York.................--...-c00--0f2 ee 3,323 
PAINESUO WERE ING WE WOE IE. 5. c<s-ncseco0endns-ccencsucvoncevessansttuaiees 11,891 
INOW Otis PR WM OF inion ccsccusnnseaesssasssuccsacveaiaceca cc 1,308,748 
INO CHESTER ING WV ORIG: << <oo.-nc0sc-caceccacccesscoeceacSadenctece-s 195,401 
VPACUSE INC WT COPING a .. ocicsatacscctccedectensasevusnsevensaesscvncus 123,261 
NGLO IRs EES ao os co voce cncnacccubaxscvadecececins 92,429 
Watertonun. New YORK. 2n.:.5.....cccecssscnccSesncesoesececnsevecnces 5,965 
Chapel Hill, North Carolina......................:.-.0.-cs0-000--- 173,940 
ee | ) eee 68,691 
WATZO, ANOBEH DAK OtAe. -. 5..nc..cctecscctencnasceeesocececveeneucsecace 24,213 
OLGA aioe a i sree cnn EOE 
Canton, Ohio ......... 
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Private Nongovernment Hospital 
Service Increased During 1941 


An official report by the United States Children’s 
Bureau concerning hospital in-patient service in 
forty-two urban communities revealed that the 
number of patient-days of care rendered by gen- 
eral and special hospitals, in 1941, increased 7.9 
per cent among voluntary hospitals, and decreased 
2.7 per cent among public institutions. 


The forty-two metropolitan areas contained a 
total population of 26,800,000 persons, including 
the following large cities: Chicago, Los Angeles, 
Detroit, Pittsburgh, Cleveland, St. Louis, Balti- 
more, Buffalo, Boston and Milwaukee. 


Every area showed an increase in the number of 
maternity cases admitted for hospital care. There 
was an actual decrease in the number of days of 
free care rendered in nongovernment institutions, 
as well as in the free service of public hospitals. 
The data collected by the Children’s Bureau did 
not include services rendered by hospitals organ- 
ized for profit, industrial hospitals, or hospitals 
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caring for mental cases or former soldiers or 
sailors. 


In commenting upon the increase in total patient 
days given by private hospitals and the decrease 
in the number of free days of care, the Children’s 
Bureau suggested, (Social Statistics, March to 
June) “This may be due to a greater ability to pay 
for service because of improved economic condi- 
tions and the rapid expansion of hospital service 
plans providing for the prepayment of hospital 
services.” 





At the request of Gov- 
ernor Tugwell, who stated 
that Blue Cross Plans are 
necessary to the health of 
the employed population 
and essential to the suc- 
cessful prosecution of the 
war effort in Puerto Rico, 
C. Rufus Rorem, director 
of the Hospital Service 
Plan Commission is now 
in Puerto Rico working 
with the Hospital Associ- 
ation, Felix Lamela, presi- 
dent, for the development 
of a hospital service plan. 








Hospital Cooperation 

Today the responsibility of the hospitals to pro- 
tect the strength and vitality of the people is more 
serious than ever before because America needs 
every single ounce of man power for its gigantic 
war program. There is no room in the war econ- 
omy for machines. standing idle because sickness 
has stricken skilled operators who are so fre- 
quently irreplaceable. War schedules cannot be 
met by men whose efficiency is below par because 
they are fighting off a serious illness which could 
be promptly cured if properly treated, or because 
their minds are filled with worry over loved ones 
whose health is in danger. The men behind the 
men behind the guns must be kept in fighting trim 
and the hospitals are playing their most important 
role in helping to accomplish this. 

Despite the demands made on their highly 
trained personnel by the needs of the armed 
forces, hospitals of America continue to give all 
the needed service to patients. Furthermore, 
through the program they have formulated with 
the Blue Cross Plans, they have removed the 
financial obstacle to the prompt use of their tre- 
mendously valuable facilities. 

This year will see Plan For Hospital Care pass 
two important milestones. Membership in the 
Plan will pass the half million figure and total 
benefits paid will reach the five million dollar 
mark, according to trends established during the 
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first quarter. This growth in membership; which 
is typical of Blue Cross Plans throughout the 
country, will be accompanied by an increasingly 
valuable contribution to the nation. 

Frank A. Deniston 
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F. A. Deniston (left) executive director of Plan For 
Hospital Care, Chicago, shows Edgar Blake, superin- 
tendent of Wesley Memorial hospital, the monthly re- 
port of the Plan which indicates that benefits to mem- 
bers will soon reach the five million dollar figure. 





Study 


Members of the Colorado Hospital Service As- 
sociation who were enrolled through large em- 
ployed units used about the same amount of hos- 
pital care per person as those who were enrolled 
through smaller units. As a group, employees in 
retail and wholesale establishments use the least 
amount of hospital care and employees and pro- 
fessional persons engaged in health work use the 
greatest amount of hospital care. These are the 
conclusions which may be drawn from a study of 
1938 to 1941 experience of the Colorado Hospital 


' Service Association recently completed by Wil- 


liam S. McNary, executive director of the Plan. 
Copies of the summary tables of this study were 
distributed among participating plans through the 
Commission office. 
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The 100,000th patient has been hospitalized by the Hos- 
pital Service Association of Pittsburgh, the patient being 
Mrs. Jack Ford who gave birth to twins. Mrs. Ford, and 
the twins, Jack and Jean, are shown here. The Ford family 
lives in Coraopolis, a Pittsburgh suburb. The hospitaliza- 
tion of the Pittsburgh plan’s 100,000th patient was given 
extensive publicity by Pittsburgh newspapers, as well as 
papers throughout all of western Pennsylvania. 


Hospital Plan Hits New High 


The largest one-month membership gain in the 
three-and-one-half year existence of the Hospital 
Service Association of Northeastern Pennsylvania 
was reported at the July meeting of the board of 
directors of the association. 

George T. Bell, executive director, reported that 
during June, 2569 members joined the Blue Cross, 
many of them through new groups in the war in- 
dustries recently located within the thirteen- 
county area served by the plan. Included in these 
industries are: U. S. Rubber Company, Pennsyl- 
vania Ordnance Works, Hygrade-Sylvania groups 
at Williamsport, Lock Haven and Towanda, U. S. 
Engineer (War Department). 

At the Scranton Lace Company, a perfect enroll- 
ment of 757 employes out of 757 joined Blue Cross. 
Arrangements for enrolling this group were made 
jointly by Blue Cross, the company, and union 
officials, Bell reported. 

Wilkes-Barre, Pennsylvania, Record 








++ 


Massachusetts Enacts Hospital 


Licensing Law 

The State of Massachusetts recently passed an 
act regulating the licensing by the Department of 
Public Health of Hospitals and Sanatoria. Portions 
of Section I, Chapter 661, General Laws. 
For the purposes of this law a hospital is defined 
“as any institution, whether conducted for charity 
or for profit, which is advertised, announced, or 
maintained for the express or implied purpose of 
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caring for persons admitted thereto for purposes of 
diagnosis or medical or surgical treatment which is 
rendered within that institution, except an insti- 
tution caring exclusively for patients of mental 
diseases and licensed by or under the general su- 
pervision of, the Department of Mental Health.” 








The largest purchase of bonds during the Retail Stores 

Bond Drive in Greater Cleveland recently was made by 

John A. McNamara, Executive Director, Cleveland Hos- 

pital Service Association. After filling out an application 

for a $50,000 War Bond, Mr. McNamara said, “We feel 

that every cent that can be spent for war bonds means 
a speedier return to peace.” 





Executive Director Ray F. McCarthy, Group Hospital 

Service, St. Louis, buys a $20,000 War Bond from Fred 

Z. Salomon, general manager of the Famous-Barr Com- 
pany, and Mrs. Salomon, member of A. W.V.S. 
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The staff of the Social Security Board demonstrated its 
belief in obtaining security against hospital costs last 
month in Philadelphia, when half the staff enrolled in the 
Associated Hospital Service of Philadelphia. One of Area 
Chief James F. Tully’s first acts after arriving in Phila- 
delphia from Washington, D. C. was to make arrangements 
for enrollment in the Blue Cross Plan and to sign his 
own application card. One hundred members of his staff 
promptly followed his example. 


Orchids to Dr. A. S. Moore, Superintendent of 
the Elizabeth A. Horton Memorial Hospital, Mid- 
dletown, New York, who consistently refers to 
Blue Cross in newspaper stories and public rela- 





tions announcements, for example: “The Board 
of Directors and Superintendent . . . feel that they 
would not be fully discharging their duty to the 
communities which utilize their facilities unless 
they called attention” to the availability of non- 
profit hospital service plans. 





The Jamaica Hospital, Long Island, Francis C. 
Leupold, Superintendent, concluded a story about 
Blue Cross Plans in the June issue of Jamaica 
Hospital News as follows: “If you are not a sub- 
scriber and you want this protection, consult any 
voluntary hospital or write to the Associated 
Hospital Service of New York.” 
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Interior view of part of the new office of the St. Louis 
Blue Cross Plan. These elaborate quarters represent no 
extravagance on the part of Ray F. McCarthy, executive 
director; in fact the Plan made a saving of 42c a squaré 
foot by moving into this modern building which had been 
unoccupied for nine years following the bank moratorium. 





The Problem of Hospital Capital 
Replacement and Expansion 














The following recommendation of the Committee on Blue Cross Plan Relations of the 
Council on Administrative Practice of the American Hospital Association, was approved 
by the Committee on Coordination of Activities, February 12, 1942, and referred by the 
Board of Trustees to the Committee for the Study of Post War Hospital Problems. 


“Blue Cross Plans can operate only where and as long as the services of member- 
hospitals are available. Heretofore funds for replacement and expansion of the capital 
investment in voluntary hospitals have been derived chiefly from voluntary charitable 
contributions, aided to some degree by government funds. It is possible that in some areas 
construction of voluntary hospital facilities cannot continue to be financed in this manner. 


“In view of the importance of this problem, the Committee recommends that the Board 
of Trustees be requested to give immediate attention to seeking a solution and initiating 
a study of the present and prospective sources of funds for the replacement and expan- 
sion of voluntary hospitals in the United States.” 
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The Selection of Hospital Personnel 


JOHN E. GORRELL, M.D. 


ferent from that of selecting employees in 

other organizations. The fact that there is 
an unusually large group of professional people 
may cause complications which are more apparent 
than real. 


Te SELECTION of hospital employees is not dif- 


The selection of employees is not, as commonly 
thought, limited merely to an interview with the 
prospective employee. The choosing of individuals 
must include: 


1 Finding the worker who can do the job 


2 Employing the person who will be happy 
and grow with his job 

3 Keeping records of (a) applicants and espe- 
cially (b) present employees 


In many voluntary hospitals the number of em- 
ployees may be anywhere from 100 per cent to 200 
per cent of the number of patients. Employees 
must be selected so that two objectives are promi- 
nent: High efficiency from each employee, cooper- 
ation and inter-employee happiness. With these 
strong factors in force, the hospital cannot avoid 
being outstanding. 


Someone has said that selecting an employee is 
almost as serious as selecting a spouse. If this 
understanding were more widely realized, it would 
cause the installation of a systematic method of 
employee selection and the dividends would be 
tremendous. 


True it is, that even careful selection methods 
will occasionally unearth some of the most un- 
fortunate individuals. However, business and in- 
dustry have proven beyond question that there 
is no substitution for intelligent methods sys- 
tematically applied. Anything short of best efforts 
is not only evasion of responsibility to the public 
but conceivably can be a cause of legal action 
against the superintendent. 


The Value of the Best Selection and Its Influence 

The effect of good selection is felt in various and 
sundry places. The successful results are most con- 
spicuous as related to: 


1 The Job—The work is better done. Payroll is 
protected through training and breaking in 
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fewer employees. Supervision is more effective 
and less costly. 


2 Other Personnel—It is rarely realized how 
greatly impressed other employees are by the 
new position holder. If the management would 
care to win a sincere and substantial respect 
from the personnel body, it could choose no 
more effective method than providing each ex- 
isting employee with the best possible associates. 


3 The Payroll—This is favorably affected almost 
as a by-product, through best efforts at em- 
ployee selection. The payroll per person may 
well increase but the unit cost of service will 
rarely go up and often falls. Business has shown 
repeatedly that this is the only way to operate 
an organization. The hospital world has just 
come to accept the truth of these statements. 


An auditor of one of the largest oil companies 
accepted a major promotion only with the clear 
understanding that he would be given a free hand 
to weed out inefficient employees and boost the 
work and salaries of those remaining. He agreed 
to keep the departmental payroll at a figure no 
higher than at the time he took over. 


In less than two years during which time the 
work of the department had increased materially, 
he reduced the personnel from 276 to 154. The to- 
tal departmental payroll was decreased about 26 
per cent and every remaining employee was hap- 
pier, receiving a better salary, and working nearer 
capacity but not abused. 

Some hospitals have had this sound thought. 
More courage and trustee support is needed to 
place it in effect. 


4 The Public—This includes the hospitalized and 
non-hospitalized members of the community. 
Patients do not have to be keen observers to 
realize when employees have not been well 
chosen and properly groomed. The average pa- 
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tient is in a position to have acutely demon- 
strated any inefficiency and lack of co-ordination 
of services to him. 


5 The Hospital—Unless one marries a total orphan 
without relatives, one partially marries the rest 
of the family. This is not one iota less true in 
the case of hospital employees. The careful 
hospital manager selects employees whose rela- 
tives and parents are working and employed in 
about the same line of trade and skill as the 
prospective employee. This factor markedly in- 
creases the chances for long continued efficient 
service from happier employees. 


Adequate selection of personnel means happier 
employees. This leads to the support of the hos- 
pital by all of the friends and relatives of the 
.employees. This constitutes a large number of per- 
sons in any community. 


Leaders in Intelligent Employee Selection 


As one would suspect, big business had the ear- 
liest and apparently the greatest incentive to study 
the problem. Small losses often meant the differ- 
ence between profit and loss. So employee selec- 
tion has been carefully and scientifically studied 
for several decades. Cost of turnover, orders can- 
celed, spoiled work, poor service and generalized 
employee demoralization are only a few of the 
powerful influences urging intelligent employee 
selection. 


The stimulating observations by the nation’s out- 
standing leaders are another way of emphasizing 
why the hospital must now be led in scientific per- 
sonnel management. 

Some years ago, John D. Rockefeller is reported 
to have said to a young purser on a lake boat: 
“Young man, the ability to handle men has become 
as much a purchasable commodity as sugar or cof- 
fee. It is the most valuable thing in the world. I 
will pay higher for that than for any other qualifi- 
cation.” Apparently the young man heeded the 
wise words, because he is now Matthew C. Bush, 
president of the huge American International As- 
sociation. 


Thomas E. Wilson, president of Wilson & Com- 
pany of Chicago, has stated: “It is an axiom that 
no company or organization can develop more rap- 
idly than the folks composing the firm. After all, 
the prosperity of any organization is largely predi- 
cated upon the intelligence or ability to think and 
reason of those who are working out their careers 
in the organizations they represent.” 


Unquestionably the leader in practical personnel 
selection and management is Edward A. Filene, 
head of the world famous William Filene’s Sons’ 
Company of Boston. He stresses: “In my estima- 
tion, the man who does the “hiring and firing” has 
an opportunity to so influence the business by the 
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personnel which he brings in—or lets out—as to 
spell success or failure. Given the right personnel, 
the business will be right. And that, after all, is 
the job of the management. It must see that the 
business which it heads must have a loyal and 
efficient personnel.” 

The importance of proper selection of men is 
well expressed by George W. Goethals, builder of 
the Panama Canal. He says: “I did not dig the 
Canal with shovels, but with men.” 


The Aims of Proper Personnel Selection 

By way of warning, the hospital world must 
realize that industry and business cannot hand out 
a ready-made system thoroughly adapted to the 
specific needs of the hospital. Even in industry, 
major modifications in the best systems are essen- 
tial for various companies. 

With a hospital employing such widely diversi- 
fied types of individuals, the problem becomes less 
easily solved. However, an effective effort toward 
the solution pays excellent dividends. 

Only large hospitals employ more than one car- 
penter, machinist, plumber, and other tradesmen. 
However, any one of these is an important person 
and there is no reason why trade, aptitude, and 
general intelligence tests shall not be effectively 
used in employing such a person. To a lesser de- 
gree some other selection methods can be taken 
from industry; such as bookkeepers, typists, filing 
clerks, telephone operators and the like. The pro- 
fessional and executive positions bring the most 
difficult but, fortunately, the fewer problems. 
Even here, however, the pathologist or surgical 
supervisor must be as carefully selected as hu- 
manly possible. 

The selection of employees is the actual sorting 
of jobs and seeking of personnel to fill specific re- 


quirements. Unless the work and the employee 


progress well, there will be a costly day of reckon- 

ing. The employee should be neither above nor 

below his job, for such leads to incompatibility. 

The selection operation is to remove all possible 

factors which tend to lead to disaster. 

Selection of employees throws a heavy responsi- 
bility on the hospital superintendent. It insists 
upon detailed and specific knowledge. Most espe- 
cially does it call for a systematic, meticulous ex- 
ercise of all facilities and a system. The excellent 
manual on Personnel as published by the Ameri- 
can Hospital Association is a specific guide. 

Before sending out for applicants, the inter- 
viewer must have: 

1 Assurance that the job cannot be taken over by 
some present employee through intelligent rear- 
rangement or change of duties. 

The spirit of self preservation is strong in all of 
us. This must not be forgotten nor must we neglect 
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to realize that the average employee does not con- 
sciously seek additional work. The story which 
best illustrates this is the one wherein the em- 
ployer was considering an individual and mutter- 
ing to himself, “I don’t know if this is enough work 
or not.” The prospective employee hastens to re- 
mark with much assurance, “Don’t worry about 
that, Mister; it doesn’t take much to keep me 
busy.” 

2 Assumed that a new employee must be had, 
the employer must know exactly: ; 
The policies of the hospital and its board of 

trustees. 


The qualifications the job must have. 
What the applicant has to offer. 
When the best applicant is at hand. 


To get and coordinate all of this information re- 
quires the use of various tools to be soon described 
and discussed. 


It cannot be too strongly stressed that the right 
individual for the job and the right job for the 
individual is the chief formula for a successful or- 
ganization. It is equally as serious an error to 
employ a person superior to his work as to em- 
ploy a person far below qualifications for the spe- 
cific task. It is conceivable that a well trained col- 
lege man might accept the task and pay for firing 
a boiler. This is not only a socially economic waste, 
assuming the man to be of high intelligence, but 
the work is so menial that regardless of financial 
pressure and acute need for the income, the em- 
ployee will almost immediately be unhappy. The 
hospital would have the problem of getting a new 
employee, together with the cost—cash and de- 
moralizing—of the change. This would continue to 
repeat itself until the man was found whose abili- 
ties were in line with the work. 


Some Obstructions to the Proper Selection 
of Employees 


Rare is the hospital superintendent who actually 
likes to employ an individual. The majority of ad- 
ministrators are inclined to do the easiest thing 
which is, to pick almost at random, the “likeliest” 
person. This “hiring” of people seems so non-pro- 
ductive that it is easier to devote the time to train- 
ing and pushing employees instead of saving effort 
by careful selection. No amount of incubator care 
will hatch an ostrich from a duck egg. Be sure to 
get the right egg first. 


Back of all of this, of course, is an unadmitted 
inferiority complex. Dealing with humans is un- 
questionably more exhausting than dealing with 
things. If the auditor’s books balance when he 
goes home at night probably they will the first 
thing in the morning. But put an employee, new 
or old, in an unusual position and anything can and 
does happen. Not only to the employee but the hos- 
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pital, its patients, and reputation. People wil] not 
“stay put” and for that reason we avoid as much 
as possible playing with living chessmen. 

Usually we can become more interested in 
spending a number of hours preparing purchasing 
specifications for new equipment, supplies, or com- 
modities. We almost invariably give far more seri- 
ous effort to the selection and price of a typewriter 
than to the typist. Yet we often pay each month 
the cost of the typewriter to such an employee. If 
the typewriter does not last five years we growl 
and are miserable, but the typist may be about 
three-quarters inefficient and wo do not realize it. 

Of course typewriters, salesmen’s conversations 
to the contrary, are competitively standardized. 
Good buying produces good value in typewriters. 
We can buy almost any leading make and not have 
suffered by the selection. But stenographers, and 
of course other personnel, come in so many other 
sizes, shapes, ages, models, colors, abilities, skills, 
temperaments and experiences, that we become 
confused. We get the girl as a complex device (em- 
ployee) and usually do not carefully study her 
ability and qualifications. The net result is “grab 
bag” selection. Sometimes we pass the responsibil- 
ity on to the poor department head who is no 
better qualified to render proper judgment. Even 
with the best skill in selection, Lorimer’s advice 
is still apropos, “The only kind of luck to bank on 
is bad luck.” But without the most careful selec- 
tion efforts, bad luck may be the only kind we will 
have. 

The hospital superintendent, as every admin- 
istrator, has the task of knowing a little bit about 
a great many things. The efforts are primarily 
those of policy and permit each department head 
to worry about the details in his area. Many capa- 
ble hospital people feel that the selection of per- 
sonnel is so important that this should be done, 
if not by the superintendent, at least under a care- 
fully executed and planned system with his close 
supervision. 


The Steps of Proper Selection of Hospital Personnel 

Simple computations in everyday life are rou- 
tine. Yet before these could be made, it was man- 
datory that the multiplication table had to be 
known and known perfectly. After this uninterest- 
ing bit of road work, the use of the table became 
automatic and serves us hundreds of times a day. 
Likewise, the establishing of the system of person- 
nel selection and the study of its mechanism is 
inclined to be as dry but as essential as the multi- 
plication table. The steps are simple, uninteresting, 
but highly fruitful when mastered. 


Job Analysis 
The word “job” is a short easy one to handle. It 
means any type of employment in the hospital. 
Definition: “Job analysis is the process of 





109 





determining the elements which go to make 
up the “job” or “a job analysis is a systematic 
survey, examination, valuation, and recording 
of the components of a job and their relations 
to the employee.” 


A job analysis might be compared to the physi- 
cal examination and medical history of a patient. 
When the medical records are being compiled, no 
effort is made to do anything but record facts. As- 
sociation of those facts is left until all the data has 
been gathered. 


A job analysis seeks the information provoked 
by seeking answers to questions similar to the fol- 
lowing: 

To what department and what part of the ser- 
vice is the job associated? 

What is the general description of the job? 

How many people on the same job? What are 
their ages and sexes, if important? 

What training is desired or essential? What ex- 
perience? 

If unskilled personnel can be used, how long 
does it take to learn the job? What is the cost of 
teaching? 

What are the working conditions? Noise, lighting, 
hours, exposure to drugs, chemicals, odors, ma- 
chinery, etc., etc. 

What are the mechanical motions (movements) 
routinely repeated on the job? Is stature or build 
a factor here? 

What thinking (routine or original) is required? 

What are the incentives for the job—pay, pro- 
motion, atmosphere, type of work? 

Have you checked all of the above with the fol- 
lowing to see that it is complete and correct? 

Are several employees of merit doing the 
work? 

Is the department head? 

Is the head of the hospital? 


How does fatigue (physical and mental) become 
a factor? 


Is position temporary, permanent, seasonal, con- 
stant load? 


Are hours, shifts, and days unusual? 

What is the nature of mental and physical strain, 
if any? 

What factor is accuracy? Will part of a day’s 
work normally produce enough fatigue to destroy 


accuracy for the balance of that day? If so, what 
other task can be rotated to avoid this? 


What is the importance of being on the job ab- 
solutely every day? What is the relief plan? 


Does the temperament or disposition of the em- 
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ployee play an important part on co-workers? 
What type of disposition is most desirable? 


What other factors are important? 


Good management and economy of operations 
demand that each hospital have an analysis of each 
job. Any work worthy of an employee is certainly 
worthy of careful study (job analysis). True it is 
that the first few job analyses will be somewhat 
confusing and bewildering. But once the records 
are complete, one will be forever convinced that 
it paid as much as it pays to know the multiplica- 
tion table. 


The job analysis merely simplifies the recording 
of the parts of each job. Each non-executive job 
has certain oft repeated duties. These should be 
broken down to sizes convenient to handle (men- 
tally). Those of trade workers are listed in any 
of the excellent trade tests and job analysis sheets. 
Those of the nursing and more recently, nurses’ 
aides, are to be found in a partially developed state 
in nursing journals. 


One of the delightfully surprising by-products of 
making job analyses is that their old procedures 
are found to be carried on routinely and long after 
there is any excuse for their existence. In a large 
organization, this often tends to hold the number 
of employees at a constant figure while the work 
increases. Of course the discovery is only the first 
step. The final motion is to sell the idea but that is 
why hospitals have superintendents. 


The smaller the hospital, the more difficult it 
often is to make job analyses. By the same token, 
great benefits are to be found. The majority of em- 
ployees in small hospitals perform their duties 
about as inefficiently planned as they do their do- 
mestic housekeeping. The so-called “personal in- 
terest” is too often an excuse to avoid a more 
productive work schedule. 


In the selection of a department head, semi or 
totally executive, the traits become conspicuous 
more so than in the routine worker. The depart- 
ment head not only has to live and work with other 
department heads, but must guide and influence 
the personnel of his department. 


Source of New Employees 
Many large firms have a definite policy wherein 
only rarely are outsiders brought in for important 
positions. Gaps are filled by promotion and the 
outsider usually starts at the bottom. 


Abstractly, the plan is worth discussing. It does 
strengthen the morale of every employee. To those 
not in “blind alley” positions it offers a worth 
while incentive. The personnel are more inclined 
to “settle down” and figure on keeping their con- 
nection with the organization for many years. It 
tends to prevent the rapid influx of new labor 
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LABORATORIES ¢ BERKELEY « CHICAGO - 





With a mental picture of such a major 
procedure before him, small wonder 


Danger of contamination is great. 
“Maybe the patient can get by with- 
out it.” 


TRANSFUSION PICTURE “Sho. wecous 
IN YOUR HOSPITAL foe» 








The transfusion of whole blood or plasma 
CAN be a simple, inexpensive, - 

safe procedure through the use of the 
CUTTER SEDIFLASK 


It affords a completely closed system which one 
operator can handle—and, with the addition of 
a cot, any room in the hospital becomes the donor 
room. The blood, sucked into the flask by vacuum, 
can be given immediately, stored as whole blood, 
or allowed to settle and a maximum yield of 
plasma aspirated off for future use without resort 
to centrifugation. 

Why not see that Cutter Sediflasks are made 
standard equipment in your hospital, so that 
whole blood or plasma may be ordered whenever 
there is any indication for their use, rather than 
just in those cases which are in dire need? 


NEW YORK 






and/or political groups. It gives the management 
an excellent and experienced background of those 
being promoted. The policies of the organization 
are thus better protected. There are less unknown 
factors than when an outsider is brought in. 

Like all plans, it has some shortcomings which 
mar an otherwise delightful scene. Since the above 
type of promotion should be on the basis of merit 
alone, some employees will move slowly if at all. 
They will feel that personal jealousies are a factor. 
The absence of fresh “blood” and perspective tends 
to interbreed existing bad habits, cliques, obso- 
lete thinking and thoughts, and too often a fatal 
sense of publicly expressed smugness which indi- 
cates internal decay in the organization. Usually 
the great drawback to the plan is that. employees 
of limited ability confuse years of service with 
competence. 

Hospitals usually could not use this plan to any 
great extent, even though they might wish to do 
so. In hospitals, the number of employees falling 
into one job specification is a relatively “small 
number. No matter how fine an- office employee 
might be, this person, unless coincidently properly 
trained, could not become a floor head nurse. A 
hospital has far too many far flung and widely di- 
versified types of people and skill requirements to 
permit the plan to be prominently successful. 

Our own employees, less often in hospital than 
in business, are useful at suggesting to friends and 
acquaintances that a given position is open. This, 
however, should not be ignored, especially for 
unskilled and semi-skilled labor (laundry, some 
parts of food-service, buildings and grounds, etc.) 


Unless watched, there is one unhealthful result 
which tends to occur by asking your own em- 
ployees for suggestions for new employees. That is 
the problem associated with relatives and close 
friends. The majority of hospitals make it an iron- 
clad policy to never permit two persons to be 
employed in the same department if related by 
marriage or blood closer than the second or third 
cousin. Some hospitals permit much closer rela- 
tionships but in distinct and non-intercorrelated 
departments. Many hospital administrators feel 
that even this is bad because strange shifts in per- 
sonnel occur when not watched and even marked 
resentment comes.up from other employees, most 
especially in depression years. 


This one possible complication should not deter 
the bulletin board from carrying announcements 
to employees that a given position is open. This 
plan builds good will when firmly handled. 


Paradoxically, other hospitals, in the same com- 
munity and elsewhere, are often willing and able 
to give valuable employees. At the same time they 
much resent your taking their employees. The 
question is usually settled on the basis of skill. 
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No hospital wants to give up its best or next best 
orderly. But the neighboring hospital, especially 
if a teaching hospital, might be delighted to give 
its first assistant dietitian, engineer, or the like. 
This is true because this “runner-up” has been 
well trained and the hospital can offer no hope for 
advancement or cannot afford to pay two skilled 
persons of the same type and almost the same 
rank. 

A highly satisfactory arrangement ‘can be thus 
worked out provided contact is made with no one 
lower than the department head and, better yet, 
with the superintendent, because he might have 
other plans not then known to the department 
head. 

Some hospitals in the same community have a 
tacit agreement among themselves that they will 
not take an employee from one hospital to an- 
other, even though the employee wishes to go, at 
a salary any higher than the employee had been 
receiving. Often a time limit of from three to six 
months is set; for example, one of the hospitals 
will not permit a nurse to réceive more at the hos- 
pital whose staff she has just joined than she had 
at her previous position. 


Depending upon the type of employee, sales- 
men, businessmen, merchants, and even visitors 
have been able to make invaluable suggestions as 
to personnel. This is true if such persons are rare. 
For example, on infrequent occasions one can find 
a brace maker because some salesman has traveled 
through brace shops and knows of dissatisfied men 
who would be happy under different conditions. 
It is notoriously true that pharmacists use drug 
salesmen as their best means of knowing about 
positions open and available. Another example— 
a laundry supply salesman arranged contact for 
an excellent laundry manager because in his sales 
work he knew of a laundry in another city where 
the assistant manager in the commercial firm 
hated to live in the same town as his wife’s rela- 
tives. 


Every hospital has a file of applicants who just 
“dropped in” to see whether there was anything 
open. Such material can always be culled care- 
fully since such applicants are often attracted to 
the hospital because of its favorable reputation, as 
through a friend who now works in the hospital; 
general community good will, etc. 


There is a wide list of sources extraneous to the 
hospital where applicants may be found. The 
value of these is proportional to the reputation of 
the hospital and the skill and imagination of the 
person seeking applicants. 


Every hospital has a task in selecting its person- 
nel. It is inescapable. It is not easy to do it intelli- 
gently. Any superintendent worthy of the name is 
employed to do the proper thing, not the easy one. 
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Original Merrell Research 
Has Perfected a New, Potent, 


Safe, Non-mercurial Germicide 


HEH PRY N 


Brand of Cetylpyridinium Chloride 





CEEPRYWN has many advantages in clinical use, including: 


Potent germicidal action in high dilution 
Effective against wide range of organisms 
Active in presence of serum 

Low surface tension—penetrating and detergent 
Low toxicity—no mercury, iodine or phenols 
Safe and non-irritating to tissue 


No interference with healing 


CEEPRYN is offered in three forms, all reasonably priced: 


Ceepryn Aqueous Solution 1:1000—pints and gallons 
Ceepryn Tincture 1:200—4 oz., pints and gallons 
Ceepryn Tincture 1:500—4 oz., pints and gallons 


Write for sample of Ceepryn and descriptive brochure 


THE WM. S. MERRELL COMPANY 


> Founded 1828 Cincinnati, U.S. A. 
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Incidence of Hospitalization in Blue Cross Plans 


First Six Months 1942 


MAURICE J. NORBY, Research Director 


Hospital Service Plan Commission, American Hospital Association 


DIGEST: Plans reported the same rate of hospital admission in the first six 
months of 1942 as in the first half year of 1941. In each of these periods, 5.3% of all sub- 
scribers were hospitalized (10.7% on an annual basis). There was only slight variation 
from this figure in plans large or small. All reported utilization close to the group average. 
June 1942, however, shows an apparently excessive utilization figure. The percentage 
for this month (12.1% on an annual basis) is higher than for June 1941, higher than any 
previous month in 1942, and it exceeds all preceding six- and twelve-month averages. 
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Keeping up the flow of medical supplies to the 
armed forces is our first duty. After them... 


you’re next. And, because the urgent need ex- 


This Seal is your guide to ceeds normal production facilities, we ask your 


kind indulgence. In the meantime, start a con- 


Known Brands— 
Known Quality 


servation program. It will help everyone. Order 
essentials considerately—let our Member firms 


show you how to conserve most efficiently. 


HOSPITAL INDUSTRIES ASSOCIATION 
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SOURCE AND SCOPE OF DATA 


The basic data of this report were provided by executives of approved Blue Cross Plans and are based 
upon such figures as were available immediately at the close of each month. It was felt that as an 
indication of general trends, prompt reporting within reasonably accurate limits was more important 
than mathematical precision. This is to be regarded as a general index of utilization rather than 
as proof of individual or combined plan experience. 


The incidence of hospitalization reported on Chart I and Table I is based upon 29,412,851 partic- 
ipant months of exposure and 260,842 hospital admissions during the first half of 1941 and 48,639,262 
participant months and 431,001 hospital admissions during the first half of 1942. All ratios of hospital 
admissions to participants have been computed as annual rates according to the method described 
on page 120. 


Data were contributed by 37 Plans in June 1941, and by forty-five Plans during January through 
May 1941. Reports of 1942 utilization were submitted by 56 plans in January, 60 in February, 62 in 
March, 60 in April, 61 in May, and 65 in June. 


FIRST SIX MONTHS ’41 AND ’42 


The rate of hospital admission of Blue Cross Plan participants during the first half of 1942 was the 
same as during the first half of 1941. Computed on an annual basis there was an average of 107 Blue 
Cross Plan patients for every one thousand participants during the first six months of each year. 


More than one-tenth of all Blue Cross Plan subscribers will be hospitalized this year if the 
present average rate of hospital admission continues. 


The incidence of hospitalization for February, March, April and June was greater in 1942 than 
for the same months in 1941. Admissions per participant in 1941 ranged from .100 in March to .118 
in June. In 1942 admissions ranged from .101 in January and May to .121 in June. The incidence 
during January was rélatively high in 1941 and low in 1942. The greatest average (annual) rate for 
both years was experienced during the month of June. 


TABLE I 


Number of Participants, Admissions, and Average Annual 
Incidence of Hospitalization for the months 
January through June, 1941 and 1942 





ADMISSIONS 
PER PARTICIPANT 
(ANNUAL RATE)* 


PARTICIPANTS ADMISSIONS 


PERCENT 
F 





1941 1942 1941 1942 1941 1942 








January 
February 


4,603,416 
4,821,348 
4,858,368 
4,992,468 
5,137,943 
4,999,308 


7,823,616 
8,082,576 
8,265,831 
7,922,108 
7,885,482 
8,659,649 


44,074 
37,874 
41,443 
44,007 
44,928 
48,516 


67,313 
65,966 
73,069 
70,444 
67,846 
86,363 


.112 
.102 
.100 
.107 
.103 
.118 


.101 
.106 
.104 
.108 
.101 
121 





Total— Average 








29,412,851 


48,639,262 








260,842 





431,001 





.107 





.107 











*Daily rate x 365 
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THE 3 TEMPERATURE 
REFRIGERATOR FOR 


* Blast Freezing (Quick Freezing by Air) 
* Storage of Frozen Plasma 
* Storage of Liquid Plasma and Whole Blood 


This triple-purpose plasma and blood 
bank is designed to meet the needs of the 
time, of the nation, of your hospital. 

It quick-freezes plasma . . . stores frozen 
plasma . . . stores liquid plasma and whole 
blood. It’s big. It’s automatically controlled. 
It’s cquipped to cope with any power failure 
or other emergency. 

Plasma is frozen in three hours by means 





ir 


of blast air at sub-zero temperatures, stored 
at O° F. Liquid and frozen storage capaci- 
tics are optional according to your require- 
ments—that model having the largest frozen 
storage capacity accommodating approxi- 
mately 350 bottles of the 300 cc size. 
With automatic power failure alarm, hold- 
— over refrigeration facilities, automatic ther- 
mal alarm, the Tomac Plasma Bank is 
equipped for every conceivable emergency. 


No. 355—Tomac Plasma Bank, 5% cubic feet 
= frozen storage capacity. . . » $650.00 
No. 356—Tomac Plasma Bank, 15 cubic feet 

frozen storage capacity. . . »- $650.00 
No. 357—Emergency Gasoline Engine $100.00 






For complete details, write 


Yhtditdt 
HOSPITAL SUPPLY CORPORATION 
Chicago New York 
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URINE-SUGAR TESTING BECOMES 
A MATTER OF SECONDS WITH... 


CLINITEST 


THE NEW TABLET METHOD 


JUST 3 SIMPLE STEPS 
1 2 3 


5 drops urine Drop in tablet Allow for reaction 
and compare with 
color scale 






plus 





10 drops water 





ELAPSED TIME- 


Dependable Results 


Clinitest Tablet Method is based on same chemical 
principles involved in Benedict’s test—except—no 
external heating required, and active ingredients 
for test contained in a single tablet. Indicates sugar 
at 0%, 14%, o%, 94%, 1% and 2% plus. 


Clinitest is adapted to 
mass laboratory testing. 


Combines maximum efh- 








ciency with speed of op- 
eration. 


Write for full descrip- 
tive literature on 
Clinitest Urine-Su- 
gar Analysis Set 
and economical 


Laboratory Unit. 


EFFERVESCENT PRODUCTS, INC. 
ELKHART, INDIANA 











COMPARISON OF JUNE ’41 TO JUNE ’42 


The average incidence of hospitalization during June 1942 was 2% greater than during June 1941 and 
13% greater than the average for the preceding twelve-month period. June experience represented an 
annual rate of 121 patients per thousand participants. This was approximately 3 patients per thousand 
participants more than during June 1941, 14 patients more than the average for the preceding six- and 
twelve-month periods. 


During June 1942 .10% of all Blue Cross Plan participants were hospitalized (12.1% on an 
annual basis). During June 1941 .98% (11.8% on an annual basis) were hospitalized. 


TABLE II 


Incidence of Hospitalization during 
June 1941, and June 1942 














JUNE 
ITEM 
1941 1942 
PN OT RE NOS CONG ois i a a dk oi eels we te oben ove 37 65 
Number of persons eligible for hospital care... ...............0.00000- 4,999,308 8,659,649 
Number of persons admitted for hospital care.................0000000- 48,516 86,363 
Incidence during current month, annual rate*..................0.00005 .1180 1212 
Simple average of annual rates for the twelve months ended June 30..... manne .1072 














*Daily rate x 365 


UTILIZATION BY SIZE OF PLANS 


Incidence of hospitalization in Plans grouped according to size did not vary greatly among the four 
size groups during June 1942. The range of average annual rates was from .119 in the two medium- 
sized groups to .122 in the size group of plans having less than 10,000 subscriber contracts. 


The average annual rates of hospital admission extended over a greater range among size groups 
during June 1941 but with one exception (size group 25,000 to 50,000 subscriber contracts), the aver- 
-age annual rates of all size groups were less during 1941 than during 1942. 


TABLE III 


Incidence of Hospitalization (annual rate) during 
June 1941, and June 1942, classified 
by size groups of Plans 














ADMISSIONS 

. ARUNE) PER PARTICIPANT PERCENT 
SIZE GROUPS (ANNUAL RATE)* OF 

OF PLANSS§ CHANGE 

1941 1942 1941 1942 

50,000 and over...........] 3,904,620 6,904,527 117 121 +3 
25000 00 S000... 2.2... 622,044 1,029,563 125 .119 — 
10,000 to 25,000.......... 416,448 508,720 115 .119 +3 
Less than 10,000.......... 56,196 216,839 | .122 +1 
RUM sive 4,999,308 8,659,649 .118 121 +2 


























*Daily rate x 365 
§Subscriber contracts in force April 1, 1942 
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SAVE 
TIME, MONEY, EFFORT 


in your buying by joining the Hospital Bureau of Standards and 
Supplies, Incorporated. 

It canvasses the markets, analyzes the offerings, sets up buying 
arrangements, and keeps you posted on matters of priorities, allo- 
cations, and rationing. Member institutions have always found 
buying a much easier task than have non-members. 


For 


particulars 


. HOSPITAL BUREAU 


; STANDARDS AND SUPPLIES 


INCORPORATED 
247 Park Avenue . . . New York City 


A voluntary, non-profit, cooperative buying and research 
organization operated by and for voluntary institutions. 
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SEXTON 





QUALITY FOODS 
<1883 





CHICAGO + DALLAS - BROOKLYN 





and profit as well from unusual entrees and sandwiches. 











Every buyer who minds his P’s 
and Q’s (meaning price and 
quality) chooses Edelweiss 
French Dressing and Mayon- 
naise. Made from the private 
recipe of a renowned chef, in 
our Sunshine Kitchens, with 
the most modern equipment, 
every ingredient the finest. 
ae The delicious flavor makes the 

price hard to believe. Consider 

all the hidden costs in making your own and see what you 
save with Edelweiss. Sexton’s exquisite barbecue sauce, cook- 


ing sauces and seasonings enable you to delight your guests 
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1942: May to June Increase TABLE IV 


Incidence of Hospitalization during 














June admissions increased 207% over May experi- May and June 1942 
ence to reach an all time high of 121.2 patients 
ss 1942 

per thousand participants (annual rate). Of the soos 
65 Plans which contributed data, 55 reported mat fp FONE 
increases for June which ranged from 3% to Number of Plans supplying data.... 61 65 
47% of May experience. A similar increase was Number of admissions............. 67,846 | 86,363 

; Incidence—annual rate*............ 101 121 
experienced from May to June 1941. 

















*Daily rate x 365 


INCREASE EQUALS 2500 X 


WOULD FILL ALL THE HOSPITAL 
BEDS IN JERSEY CITY {POP. 317,000} 





The apparently insignificant increase in utilization from June 1941, to June 1942, represented by 
one-fourth inch on the bar chart, page 1, actually amounts to an appreciable total—2500 hospital 
admissions, or approximately 20,000 hospital days. 


~ 


If this proportionately higher rate of incidence were maintained for the balance of the year, it 
would cost Blue Cross Plans almost $1,000,000. It also would place an added burden on hospitals 
at a time when their specialized facilities and trained personnel are being called to the war effort. 


It has been suggested that Plan subscribers should be appraised of the significance of a high 
admission rate to the end that they continue to safeguard their Plans by using hospital service to 
the limit of need—not to the extent of abuse. 





co 
? 


Hospitals interested in literature designed to inform the public as to the dangers of malingering 
and excessive usage of hospital facilities during this period of stress are urged to read the reprint 
of the Cleveland Plain Dealer editorial on page 98. Special reprints of this editorial are being made 
available by the Coordinated Public Education Committee and will be sent to hospitals upon 
request, for distribution to the public. 





NOTE: Method of Computing Annual Rate of Utilization 


In this report, the incidence of hospitalization (ratios of admissions to participants) has been cor- 
rected for the differences in length of months by computing average annual rates of hospitalization pet 
participant according to the following formula: 








Number of Hospital Number of days in year Average annual number 
Admissions During Month xX Number of participants = of hospital admissions 
Number of days in month during month per participant 
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BRING kino 
OF EFFICIENCY | 


to YOUR 
HOSPITAL‘ 


With the 
NEW IMPROVED 


SEPTISOL 
DISPENSERS re | 


Follow the example of large and small 
hospitals the country over who have re- 
duced soap expenses and increased scrub- 

up room efficiency with the new improved 
Septisol Dispensers—best on the market 
for scrub-up room efficiency. 


Foot operated .. . Regulated flow control 













Pictured above is the Wall type style of Septisol dispensers 


SEPTISOL SURGICAL SOAP 


is scientifically prepared from olive oil, cocoanut 


ae few eo full ounce. . .No waste- oil, and other fine vegetable oils. Made especially 
u inne aly Ag This is the Double for scrub-up rooms. Lathers to a smooth, creamy 
to wear out. 3 models—double portable, Portable Model richness helping to eliminate danger of infection 


single portable, and wall type attractively 
finished. 


and roughness that come from use of harsh, 
irritating soaps. 


44 LABORATORIES, ie. nig ous 








; Ho a WSuried i Se / 
ih lif (RIGHT IN YOUR OWN BACKYARD) 


Actually at your fin- 
ger-tips, is a source of 
PERFECTED FOOTPRINT income that you can 
, convert into needed 
supplies! 


The dear quiet days are gone... 





when a birth certificate was a mere pretty to 


be hung on the nursery wall. Your OL X-Kay ye 
Today they must be workers . . . indispen- 

sable to folks who want war jobs .. . or citizens’ » > W, rth Wo ney / 
rights... or inheritances...or even schooling. Industry needs them! We pay paegties aud 
convert them into industrial cellulose, much 
needed for replacement of scarce raw mate- 
rials, in defense and industrial 
fields. State quantity and sizes 
available. 


Gering Products, inc. 
PLASTEEC N. Seventh St., Kenilworth, N. J. 
MATERIALS 

Chicago Office: 20 East Jackson Boulevard 


Hollister Certificates are workers . . . we 
make them tough... to last a lifetime . . . we 
make them dignified and lovely . . . so you'd 
be proud to put your name on them. All your 
babies should have them. 


May we send some samples? 











Franklin C. Hollister Company 


538 WEST ROSEG@E STREET - CHICAGO 
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News Notes of Interest to the Hospital Field 


Sister Adeline has been named as the new sister 
superior of Parkston Hospital, Parkston, South 
Dakota, succeeding Sister Mary James who has 
been transferred to a Mother of Grace Hospital at 
Gregory, South Dakota. 


oe 
++ 





Melida R. Amli, R.N., has resigned as superin- 
tendent of the Community HoSpital, Big Rapids, 
Michigan, to become supervisor of the hospital 
department of Michigan Hospital Service, Detroit, 
Michigan. 





Marie Amundson, R.N., superintendent of Osce- 
ola Hospital, Sibley, Iowa, for the past eighteen 
years, has resigned and returned to her home in 
Star Prairie, Wisconsin. Frieda Feldmann, R.N., 
has been appointed to succeed Miss Amundson. 





Sister Andrea has assumed her duties as Sister 
Superior of St. Vincent’s Hospital, Indianapolis, 
Indiana, succeeding Sister Rose who was Superior 
of St. Vincent’s for ten years. Sister Rose, who has 
been on assignment at St. Vincent’s twenty-one 
years, left for Merilac, mother house of the Sis- 
ters of Charity at St. Louis, Missouri, where she 
will await appointment to new duties. 





William E. Barron, superintendent of Washing- 
ton Hospital, Washington, Pennsylvania, has been 
ordered to active duty as Colonel Infantry-Reserve 
at Camp Croft, South Carolina, effective August 1. 
Owen U. Britton will serve as superintendent of 
Washington Hospital during Mr. Barron’s absence. 

Helen Branham, superintendent of North Mis- 
sissippi Community Hospital, Tupelo, Mississippi, 
was married on June 28 to Thomas Earle Hampton 
of Chevy Chase and Bethesda, Maryland. 


oe 
+ 








Dr. Christopher Fletcher, for the past two years 
acting superintendent of the Buffalo State Hospi- 
tal, was named superintendent, effective July 1. 

Susan C. Francis, R.N., who has been superin- 
tendent of Children’s Hospital, Philadelphia, Penn- 
sylvania for more than twenty years, retired on 
June 1. Edward P. Street has been appointed to 
succeed Miss Francis. 








Dr. Ina C. Hall resigned as superintendent of 
Woman’s Hospital, Cleveland, Ohio, and Robert 
D. Southwick assumed his duties as superintend- 
ent of that institution on June 1. 

Dr. R. J. Hanna, medical director of the Jackson 
County Sanatorium, Jackson, Michigan, who holds 
the rank of major, has been called to duty with 
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the. Army Medical Corps. Dr. Salvatore Lojacano, 
a member of the staff of the Michigan Tuberculosis 
Hospital, Howell, Michigan, has been named as 
acting superintendent of the Jackson County San- 
atorium. 





Evelyn M. Heath has been appointed assistant 
administrator and superintendent of nurses of the 
Burrus Memorial Hospital, High Point, North 
Carolina. 





Eva E. Janson, R.N., superintendent of Chil- 
dren’s Hospital, Columbus, Ohio, resigned. 





E. A. Kelley, R.N., is the new superintendent of 
the Marlboro County General Hospital, Bennetts- 
ville, South Carolina. 





Dr. Henry I. Klopp resigned as superintendent 
of the Allentown State Hospital, Allentown, Penn- 
sylvania, effective July 1, and Dr. Harry F. Hoff- 
man, assistant superintendent and clinical direct- 
or for nearly thirty years, was appointed super- 
intendent. 





John F. Latcham, business manager of Colo- 
rado General Hospital, Denver, Colorado, recently 
received a commission as captain in the medical 
administrative corps assigned to the 29th General 
Hospital. He has been granted a leave of absence 
by the University of Colorado Medical School 
and Hospitals. Roy R. Prangley of Chanute, Kan- 
sas, has been appointed to take Mr. Latcham’s 
place for the duration of the war. 





Dr. Irene F. Laub has been appointed chief of 
the medical service of the Easton Hospital, Easton, 
Pennsylvania, during the absence of Dr. Jacob 
Kincov, Captain of the Medical Corps of the 
United States Army, who has been ordered into 
active service. 





Dr. Mary R. Hadley Lewis, who has been med- 
ical director of Woman’s Hospital, Philadelphia, 
Pennsylvania, since 1918, plans to retire on No- 
vember 1. 





Dr. Theresa I. Lynch, who is widely known in 
the nursing profession as a teacher and adminis- 
trator, has been appointed director of nurses by 
the board of managers of the Hospital of the 
University of Pennsylvania, Philadelphia. Doctor 
Lynch will leave a teaching position at Hunter 
College of City of New York, to go to the Univer- 
sity Hospital on September 1. 

Alma M. Murphy resigned as superintendent of 
the Littleton Hospital, Littleton, New Hampshire, 
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Heres A Floating Soap Made Specially 
lo Meet Hospital 
Standards! 




























en time you order soap—par- 
ticularly floating soap—bear 
this in mind: hospital requirements 





were given first consideration in the 
development of Colgate’s Floating Soap! 


y It is skillfully blended to produce 
a mild, white soap that is notable 
for the rich abundance of its gentle, 






- fast-cleansing lather. Nurses who 
- use it regularly for patient care re- 
s gard Colgate’s Floating Soap as ex- 
ceptionally kind to the skin... 
if patients find it both pleasant and 
n, refreshing! 
: In its cost, you'll find further evi- 
0 dence of regard for hospital needs— 
in spite of its high quality, Colgate’s 
— will - in your budget. le i for in brivare Pevlons and pac, 
‘. et us give you prices on the sizes milled ‘soap suet A fine, whine mend 
* and quantities you need, and send perfume ee me its delicarct 1its ich, 
you a free copy of the helpful * miniatare sizes, 
in Colgate-Palmolive-Peet “Soap Buy- 
“i ing Guide.”’ Just ask your local 
by Colgate-Palmolive-Peet representa- 
he tive or write to us direct. No obli- 
= gation in either case! 
or } 
: CoLGATE-PALMOLIVE-PEET Co. 
re, INDUSTRIAL DEPARTMENT, JERSEY CITY, N. J. 
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and Evelyn E. Bills was appointed as Miss Mur- 
phy’s successor. 





Dr. Christian Nissler has been appointed med- 


ical director of the White Haven Sanatorium, 
White Haven, Pennsylvania. 





E. E. Opdyke, now associated with the Mount 
Vernon Hospital Sanitarium, Mount Vernon, Ohio, 
has been appointed superintendent of the Chip- 
pewa County War Memorial Hospital, Sault Ste. 
Marie, Michigan. 





Mrs. Sophie B. Packer has assumed her duties 
as superintendent of St. Luke’s Hospital, Tryon, 
North Carolina, succeeding Edna S. Calvert, R.N., 
who resigned. 





Georgia H. Riley has resigned as superintendent 

of South County Hospital; Wakefield, Rhode 

_Island, and Rose D. Edwards has been appointed 
as Miss Riley’s successor. 





Helen Robinson resigned as superintendent of 
the Detwiler Memorial Hospital, Wauseon, Ohio, 
effective August 1. For the last six months Miss 
Robinson has been on leave. Mary C. Schabinger, 
who has been acting superintendent since Febru- 
ary 1, was appointed superintendent. 


oe 





Rolland A. Scott, superintendent of Burnham 
City Hospital, Champaign, Illinois, resigned effect- 
ive August 1. 





iu, 
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Katherine V. Shea resigned as administrator of 
the Annapolis Emergency Hospital, Annapolis, 
Maryland, effective July 1. 


a+ 





Thelma B. Ward has assumed her duties as su- 
perintendent of the Riverside Hospital, Paducah, 
Kentucky, succeeding Mrs. Enda W. Brand, R.N., 
who resigned. 





Harold F. Weber has resigned as superintendent 
of the Dorchester County Hospital, Summerville, 
South Carolina, to assume his duties as assistant 
superintendent of Roper Hospital, Charleston, 
South ‘Carolina. E. M. Jones has succeeded Mr. 
Weber as superintendent of the Dorchester County 
Hospital. 





Homer Wickenden, assistant director of the New 
York Medical College, Flower and Fifth Avenue 
Hospitals, New York City, who for many years 
was executive director of the United Hospital Fund 
of New York City, has been appointed hospital ad- 
ministrator of the New York Medical College, 
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Flower and Fifth Avenue Hospitals. Mr. Wicken- 
den succeeds David Q. Hammond, who resigned. 





Anna Wild has accepted the superintendency of 
the Mount Desert Island Hospital, Bar Harbor, 
Maine. 





Ada C. Zorger, R. N., who has been superintend- 
ent of the Lock Haven Hospital, Lock Haven, 
Pennsylvania, for the past twenty years, resigned 
on June 1. Malcolm L. Hudson was chosen mana- 
ger of the Lock Haven Hospital, succeeding Miss 
Zorger. 





Hot Springs, Arkansas—The Leo N. Levi Me- 
morial Hospital, Hot Springs, Arkansas, one of the 
few hospitals in the United States that established 
a rule that no one who is able to pay for services 
can become a patient in the hospital, has received 
a grant of $56,000 from the Federal Government 
to provide a new physiotherapy department and 
laboratory as well as twenty-three additional hos- 
pital beds. 


Hartford, Connecticut—The Hartford Hospital, 
Hartford, Connecticut, dedicated the first unit of 
the New Hartford Hospital on Thursday, July 9. 








Berwyn, Illinois—The McNeal Memorial Hospi- 
tal, formerly the Berwyn Hospital, Berwyn, IIli- 
nois, dedicated its new $320,000 addition on June 
28. 


oo 





Canton, Illinois—The new wing of the Graham 
Hospital, Canton, Illinois, has been opened for the 
reception of patients. 





Chicago, Illinois—The Chicago Memorial Hos- 
pital, Chicago, was bequeathed $15,000 by Dr. 
Julia C. Strawn, a former staff member. 


poe 


Morrison, Illinois—The Morrison Hospital, Mor- 
rison, Illinois, has been completed and is ready for 
the reception of patients. It is a modern municipal 
hospital containing sixteen beds and was con- 
structed at a cost of $50,000. 








Peoria, Illinois—Under the terms of the will of 
the late William E. Hull, the Methodist Hospital 
of Central Illinois, Peoria, will be left a large es- 
tate upon the death of his widow, Mrs. Ella Hull, 
to be used exclusively for charity purposes and 
for the purpose of aiding poor and needy persons 
who may be unable to pay the cost of: hospital 
service. Wards or hospital rooms established or 
financed with trust funds are to be designated as 
“Hull Memorial Wards,” or “Hull Memorial 
Rooms.” 





Springfield, Illinois—The cornerstone of the 
Springfield Memorial Hospital, Springfield, Illi- 
nois, was laid on June 22. The new institution, 
when completed, will. cost over $1,000,000. 
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La Fayette, Indiana—The Home Hospital, La 
Fayette, Indiana, will receive $20,000 under the 
terms of the will of the late David M. Boyle. 





Brooklyn, New York — The new unit of the 
Methodist Hospital of Brooklyn, New York, cost- 
ing $1,000,000, was dedicated by Bishop Francis J. 
McConnell of the New York Methodist Area on 
June 21. The pavilion is nine stories in height and 
is named in honor of the Rev. Dr. James Monroe 
Buckley, Methodist minister and first president of 
the hospital’s board of managers. 

Brooklyn, New York—cConstruction has been 
progressing rapidly on the new Naval Hospital at 
the Brooklyn, New York, Navy Yard. The new 
unit is to replace the naval hospital commissioned 
as an adjunct of the Brooklyn Navy Yard in 1838, 
and will provide facilities for general, surgical 
and psychiatric treatment and include more than 
seventy buildings. 
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Marion, Ohio—The proposed $200,000 addition 
to the Marion City Hospital, Marion, Ohio, has 
been halted until after the end of the war because 
of the requirements of too many vital defense 
materials. 


oo 





Pittsburgh, Pennsylvania—The Western State 
Psychiatric Hospital, Pittsburgh, Pennsylvania, 
opened on July 1 under the superintendency of 
Dr. Grosvenor B. Pearson, who was senior psychi- 
atrist at the Boston Psychopathic Hospital for 
seven years and assistant superintendent of the 
Foxboro Hospital, Foxboro, Massachusetts, for 
several years. 

The Western State Psychiatric Hospital is lo- 
cated on the University of Pittsburgh campus and 
was constructed at a cost of $2,000,000. 

Tarentum, Pennsylvania— The United States 
Government will build and equip a large tempor- 
ary addition to the Allegheny Valley Hospital, 
Tarentum, Pennsylvania. A Federal grant of $245,- 
000 was withdrawn because of war emergency 
and priorities regulations. 

Ogden, Utah—Plans have been approved for 
the construction of a $1,000,000 hospital for Weber 
County, Utah, and application for participation in 
the cost of construction has been made. The hos- 
pital is urgently needed because of the rapid in- 
crease in population due to the establishment of 
military depots in the Ogden area. 


os 
++ 











Olympia, Washington — St. Peter’s Hospital, 
Olympia, Washington, was damaged to the extent 
of $100,000 due to an airplane crashing into the 


building. The hospital had blanket insurance cov- 
erage, 


August 1942 
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OCATIONAL 
ICTORY 


Today military activities have created wide 
open opportunities throughout the civilian 
medical field in all parts of the nation. Now 
is the most propitious time of any in the last 
decade to gain vocational victory. Here at 
the “Bureau” these opportunities await your 
inquiry. ... Investigate them with the assur- 


ance that this “Bureau” keeps every inquiry 
in the strictest professional confidence. 
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SERVING 
SINCE 1896 


Aznoe’s - Woodward Medical Personnel Bureau 
Ann Ridley Woodward, Director 
30 N. Michigan Ave., Suite 422-D, Chicago, Ill., U. S. A. 














FURNITURE 


Jor the 
Dormitory 





@ There is no better way to stimulate the morale 
of nurses, students and internes than to provide 
comfortable, attractive furnishings for dormitory 
rooms. Working under the increased pressure oi 
personnel shortages, the “human equation” re- 
quires the psychological tonic of home-like living 
quarters ...so easy and inexpensive to achieve 


with Carrom Wood Furniture. 


For Hospital or Dormitory...whether your program 
calls for furniture by the piece, by the room or by 
the building... it will pay you to consult Carrom. 








CARROM INDUSTRIES, INC. 
LUDINGTON 


Established 1889 MICHIGAN 





Of Interest to Administrators 


Care of Machinery 


New machinery for power plant, laundry, and 
elevators is now almost unobtainable. There is still 
a small amount of used machinery available but 
it will rarely be possible to get used machines 
which fit in with the particular requirements of 
the individual hospital. 


Repair parts are still available in almost all 
instances, but there is no certainty how long they 
will remain so. 


The best way a hospital can safeguard its 
mechanical equipment is to take the best possible 
care of such equipment as it already has. More 
machinery is usually lost by neglect than by hon- 
est wear and tear. Lack of proper adjustment or 
proper lubrication is the arch enemy of moving 
parts of machines, and lack of proper water treat- 
ment the major enemy of boilers and water piping. 


As these faults materially increase current op- 
erating costs in waste of power, of fuel, and simi- 
lar operating features, the cost of proper inspec- 
tion, repair, and maintenance will not only greatly 
prolong the useful life of the machine, but the 
actual saving in current operating costs will usual- 
ly pay the cost of such maintenance. Water soften- 
ing will save more than its cost in soap saving; 
proper boiler cleaning and water treatment will 
save its cost many times over in the consumption 
of fuel; better lubrication will save power; better 
care of traps, valves, and gaskets will pay in 
savings of heat; and proper adjustments and lubri- 
cation of moving parts will increase efficiency. A 
badly adjusted belt can wreck a bearing and a 
defective bearing can wreck an entire machine— 
a laundry extractor for instance. One badly adjust- 
ed cable on an elevator can ruin the whole set, 
or the sheaves over which they travel. Even a 
badly adjusted stroke or the omission of a “buffer” 
sheet of paper in a typewriter may wreck the 
platen—and the platen is rubber! 


“Now is the time for all good men to come to 
the aid of their country,” and to the integrity of 
their institutions as well. 


Every piece of machinery in the institution 
should be carefully inspected, all moving parts put 
in adjustment, and worn parts either replaced or 
reconditioned. Boilers should be inspected for 
leaks, scale, faulty baffles and brick work and feed 
water tested for adjustment of chemical treat- 
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ment. Summer is the time to recondition traps, 
valves, and radiators in the heating system. 


In case some of the problems are beyond the 
ability of the hospital personnel it should be point- 
ed out that the majority of manufacturers not only 
are able to furnish printed maintenance instruc- 
tions for their machines, but many of them main- 
tain service departments which will be glad to 
check over machines and equipment and advise 
as to repair readjustment or replacement of parts. 
Having few or no new machines to offer, such 
advice is particularly likely to be helpful at this 
time. 


Forewarned is forearmed. The institution which 
takes these precautions and still has a serious 
breakdown is much more likely to get a sympa- 
thetic hearing when he starts his tour of red tape 
for a replacement than is the one who has neglect- 
ed to do so. 
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Dyeing of Linens 

Dyeing of linens used in operating rooms and 
maternity departments has met with such instant 
approval in every instance that with the 121 
shades of the many colors available it is probable 
that such color designation will, in the very near 
future, be used for all linens. 

The process is simple. Linens are thoroughly 
washed and rinses continued hot until the wash- 
ing is complete. The dye is dissolved in hot water 
and added to the wheel at the rate of % to % lb. 
of dye, dry weight, per 100 lbs. dry weight of 
clothes. Water (level should be 8 inches) is 
brought to a boil and continued at a boil for fifteen 
minutes. Then add two ounces of sulphonated 
fatty alcohol as a wetting agent, boil fifteen min- 
utes more, add five pounds of common salt, boil 
another fifteen minutes, and rinse until rinse 
water is free of dye. 

Dyeing of linen provides an outlet for stained 
linen, provides for quick and easy classification, 
and helps to avoid straying and pilfering of linen. 
Properly carried out this dyed linen is sufficiently 
fast to permit its washing with other goods. Some 
colors do not require boiling. 


One hospital reports the dyeing of 5479 pieces of 
different sizes at a total cost of $9.41 for materials, 
or 1 5/7 cents per piece not including the cost of 
steam, water, or time. 


(From the Institutional Laundryman) 
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